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ABSTRACT 
This thesis reports an ethnomethodological, conversation analytic study of 
communication between stroke patients and physiotherapists.  The study 
sought to describe and explicate patterns of conduct by which therapists and 
patients communicate about treatment activities during therapy sessions.  
Analysis included a comparison between practices observed in the data and 
current published recommendations for good practice. 
 
The data consist of 74 treatment sessions that were video-recorded in four 
English hospitals.  The 21 patient participants were undergoing inpatient 
rehabilitation for stroke.  Most were recorded on four occasions over a two-
week period.  Their disabilities varied, but all could speak and understand at 
least short sentences in English.  Each of the ten therapist participants was 
employed at senior level and used treatment approaches that are prevalent 
in the UK. 
 
Analysis involved repeated viewing of data and transcription of talk and body 
movement.  It focused on three areas that emerged as central to 
physiotherapy interactions:  
 The nature of treatment activities and of participation in them 
 Achievement (success and failure) in these activities  
 Reasons, goals and purposes underlying them 
 
Consistent with conversation analytic studies in other settings, we found that 
each communication practice in physiotherapy has a range of interactional 
 xii 
effects, and that these are locally constructed and accomplished.  Therefore, 
UDWKHUWKDQJHQHUDWLQJµEODQNHWSUHVFULSWLRQV¶DERXWµJRRG¶DQGµEDG¶
LQWHUDFWLRQDOSUDFWLFHVRXUVWXG\FRQWULEXWHVWRHQKDQFLQJSUDFWLWLRQHUV¶
understanding of the contingencies and underlying orientations that shape 
communication conduct, and raising their awareness of the effects of 
different means of achieving various interactional tasks in physiotherapy.  We 
argue that these understandings can contribute to improvements in the 
practice and training of physiotherapy communication. 
 
Our study contributes to ethnomethodological and conversation analytic 
knowledge regarding methodological strategies for researching lay 
professional interactions, and to sociological understandings about the 
organisation of conduct in clinical interactions, particularly the role of 
orientations to managing physical incompetence and its implications. 
 1 
CHAPTER ONE 
INTRODUCTION 
This thesis reports a study of communication between stroke patients and 
physiotherapists.  We begin this chapter by explaining the sociological and 
clinical relevance and importance of this study, and by providing an 
introduction to the nature of physiotherapy.  We then present the aims of the 
thesis.  Finally the contents of each chapter are outlined. 
 
Research into interactions between clinicians and patients is of interest to 
many groups of people.  These include those who participate in those 
interactions, as well as policy-makers and academic audiences.  The latter 
include sociologists, who have long been interested in developing 
understandings about interactions within workplaces, including 
communication between health professionals and lay people.  This study 
uses conversation analytic and ethnomethodological analysis of video 
recordings to study interactions between physiotherapists and patients in a 
particular setting.  It reflects upon the relationship between conduct in this 
setting, and previous sociological analyses of clinical interactions proposed 
by Parsons and Goffman.  It also draws upon recent analyses of workplace 
interactions, and of clinical and therapeutic interactions developed by 
conversation analytic researchers.  In so doing, it seeks to describe how 
intersubjective understandings are achieved within physiotherapy 
interactions, and also explores the role played in these interactions of a 
number of interlinked sociological issues.  These include the establishment 
 2 
DQGPDLQWHQDQFHRISURIHVVLRQDODXWKRULW\WKHPDQDJHPHQWRISDWLHQWV¶
physical incompetence, and the asymmetrical distribution of interactional 
contributions within clinical encounters.   
 
Besides these sociological lines of enquiry, the study explores certain clinical 
research topics.  Since the readership of this thesis is expected to include 
both therapists and sociologists, we will include information about 
physiotherapy that may be superfluous to the requirements of clinical 
readers, yet is necessary to provide sociologists with an understanding of the 
setting studied.   Thus, we will now provide a brief general introduction to 
physiotherapy and then a more specific description of the aspects of 
physiotherapy interaction that were investigated. 
 
1.1 Physiotherapy 
The professional body for UK physiotherapists, the Chartered Society of 
Physiotherapists (CSP), defines physiotherapy as: 
³DKHDOWKFDUHSURIHVVLRQFRQFHUQHGZLWKKXPDQIXQFWLRQDQGPRYHPHQWDQG
maximising potential.  It uses physical approaches to promote, maintain and 
restore physical, psychological and social well-being, taking account of 
YDULDWLRQVLQKHDOWKVWDWXV´7KHGHILQLWLRQJRHVRQWRQRWHWKDW
³3K\VLRWKHUDSLVWVDUHDXWRQRPRXVSURIHVVLRQDOVDEOHWRDFWDVILUVW-contact 
practitioners, as well as accepting referrals from other health care 
SURIHVVLRQDOV´WKDWWKH\³SOD\DEURDGUole in health promotion, and 
education and self-FDUH´DQGWKDWWKH\³XVHPDQXDOWKHUDS\WKHUDSHXWLF
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exercise and the application of electro-SK\VLFDOPRGDOLWLHV´&63
forthcoming).  
 
Physiotherapy (which is also known as physical therapy, particularly in North 
America) exists as an occupation in many countries of the world.  In the UK, 
physiotherapy evolved from a small group of nurses and midwives who 
formed The Society of Trained Masseuses in 1895, this became the 
Chartered Society of Physiotherapists in 1943 (Anon, 1994).  In 1977, a UK 
Department of Health memorandum instituted professional autonomy for 
SK\VLRWKHUDSLVWV7KLVFKDQJHGSK\VLRWKHUDSLVWV¶UHODWLRQVKLSZLWKWKH
medical profession because it authorised therapists to treat patients without 
prior medical referral.  In 1992, the profession became all graduate in entry 
(Anon, 1994).   
 
Physiotherapists in the UK work in many settings, including private practice 
and occupational health departments in commercial companies.  However, 
the majority of physiotherapists are employees of the National Health 
Service, and work in health centres, domiciliary settings, or hospitals.  These 
therapists work alongside other health care professionals, providing 
treatment for people who are receiving NHS healthcare.  All the therapists 
involved in this study were working in NHS hospital settings. 
 
1.2 The need for research into physiotherapy communication  
0DQ\FRPPHQWDWRUVDQGUHVHDUFKHUVKDYHQRWHGWKDWµLQWHUSHUVRQDO¶RU
communicative elements are integral and vital to physiotherapy (Watts, 1971; 
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Hough, 1987; Jensen et al., 1992; Adams et al., 1994; Sim, 1998).  The 
PDMRUSURSRUWLRQRIWKHUDSLVWV¶ZRUNLVFDUULHGRXWLQDFRQWH[WRIIDFH-to-face 
interaction, and its fundamental objectives are largely achieved through 
interaction (Dickson and Maxwell, 1985).  It has been argued that 
SK\VLRWKHUDSLVWV¶HIIRUWVWRFRPPXQLFDWHZHOOZLWKSDWLHQWVDUHMXVWLILHGRQ
ethical and moral grounds (Payton et al., 1998; Sim, 1998) and because of 
associated clinical benefits (e.g. Hough, 1987; Adams et al., 1994; Moffett 
and Richardson, 1997; Williams and Harrison, 1999).  However, several 
studies and commentaries have suggested that problems and patient 
dissatisfaction associated with physiotherapy communication are common 
(e.g. Partridge, 1994; Payton et al., 1998; Stachura, 1994; Thornquist, 1994a; 
Williams and Harrison, 1999).  Furthermore, relatively few texts and 
published research studies focus on physiotherapy communication, 
especially in comparison to those which focus on the technical elements of 
physiotherapy (Stachura, 1994), and upon communication in medical 
interactions (Payton et al., 1998).   
 
Of the small number of previous studies into physiotherapy communication, 
some have adopted a categorising and counting approach, others have used 
qualitative methodologies, often adopting a critical stance.  As we will argue 
in the next chapter, these approaches have considerable shortcomings, and 
because of this, fail to deliver constructive, practice-relevant findings.  To 
date, there appear to be no published studies of physiotherapy that have 
adopted an ethnomethodological, conversation analytic approach.  Studies 
that have applied this approach in other areas of human communication have 
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proved capable of capturing the complexity of communication, and 
generating detailed, empirically grounded findings about how and why people 
communicate as they do.  One of the aims of this study is to demonstrate the 
utility of conversation analytic research in physiotherapy, and to demonstrate 
that the findings generated are relevant to training, practice improvement and 
policy generation in the area of physiotherapy communication. 
 
Whilst the body of research literature on communication in physiotherapy is 
small, a substantial number of commentaries and policy documents make 
recommendations for good practice in physiotherapy communication 
(reviewed in the next chapter, Section 2.1.2).  Very few of these 
recommendations appear to be based upon empirical research into actual 
practice and process in physiotherapy interactions.  Instead they are 
underpinned by a policy-oriented stance with respect to the part that patients 
should play in healthcare.  This is enunciated in UK Department of Health 
'2+SROLF\GRFXPHQWVSDUWLFXODUO\³3DWLHQWDQG3Xblic Involvement in the 
1HZ1+6´'2+WKHLQWURGXFWLRQWRZKLFKVWDWHVWKDW 
³Increasingly, patients want to know more about their diagnosis and 
about the different treatments available.  They want to be able to make 
informed choices about their own care.  This means giving patients 
more information, and encouraging healthcare professionals to treat 
SDWLHQWVDVHTXDOSDUWQHUVLQWKHGHFLVLRQPDNLQJSURFHVV´SL 
 
This emphasis on patients being viewed, and encouraged to view themselves 
DV³DFWLYHSDUWLFLSDQWVUDWKHUWKDQSDVVLYHUHFLSLHQWVRIKHDOWKFDUH´:LOOLDPV
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and Harrison, 1999, p38) has powerfully influenced recommendations for 
good practice.  Increased attention has been paid to communication with 
patients in the Chartered Society of PhysLRWKHUDS\¶V PRVWUHFHQW³&RUH
6WDQGDUGV´RISUDFWLFH&63DQGDYLHZRISDWLHQWVDVµSDUWQHUV¶LV
emphasised (Mead, 2000).   
 
This policy emphasis within recommendations, alongside their lack of 
grounding in empirical observational evidence about practice, raises 
questions concerning their feasibility and the relationship between the 
stipulations contained within them and the actual conduct of interactions 
between therapists and patients.  A consideration of this relationship is one 
central element of our analysis. 
 
1.3 Fundamental activities and central areas of communication in 
physiotherapy sessions1  
We will now begin to explain and justify the three areas of communication 
between stroke patients and physiotherapists that form the analytic topics of 
this study, and that emerged during analysis as central to physiotherapy 
interactions.  Following this, we will detail the aims of the study and outline 
the structure of the thesis. 
 
                                            
1. This description derives from ethnographic data and a broad overview of the recordings 
FROOHFWHGIRUWKLVWKHVLVDXJPHQWHGE\WKHUHVHDUFKHU¶VRZQNQRZOHGJHRISK\VLRWKHUDS\
from 15 years of professional practice.   
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In physiotherapy, a multitude of activities is accomplished.  Teaching and 
learning occur; bodies are moved around; explanation, advice and 
encouragement are given; patients and therapists exchange assessments 
and reports; they talk with each other, both about therapy and other matters.  
Sometimes there is silence; sometimes there is talk.  Frequently there is 
physical contact between patients and therapists; at other times they do not 
touch each other.  Like any occupational activity, physiotherapy involves 
specialised activities that are in many ways distinctive and particular.  All 
these activities are conducted through interaction between individuals ± 
patients and therapists2.  Therefore, as in all institutional settings (Arminen, 
2000), establishing intersubjective understanding is fundamental to 
accomplishing the tasks of physiotherapy. 
 
In rehabilitation of stroke patients, a primary task for the physiotherapist is to 
teach and facilitate the active movement control and competencies that are 
SDUWDQGSDUFHORIHYHU\GD\SK\VLFDODFWLYLWLHV7KHSDWLHQW¶VWDVNLVWRZRUk 
towards reacquisition of this movement control and competence.  Therapists 
verbally instruct patients and physically move and guide their bodies, whilst 
patients respond to instructions and perform physical activities under 
guidance and inspection of the physiotherapist.  A key feature of 
physiotherapy in this setting is its progressive nature.  Over time, it tends to 
concern movements that are increasingly complex and demanding, or 
performed with increasing levels of independence from assistance.  
                                            
2. Interactions between therapists and caregivers, and between other healthcare workers 
such as assistants at times form part of physiotherapy, but are not the focus of this thesis. 
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A number of interactional and clinical challenges arise as a consequence of 
these features of physiotherapy.  The participants must manage the 
potentially delicate situation of one adult telling another what to do.  This is 
made more complex because the patient lacks some of the most mundane 
adult physical competencies (such as being able to stand up, walk, get 
dressed, and go to the toilet by oneself).  Further difficulties arise because 
the movements on which therapy focuses are not usually subject to explicit 
conscious awareness or verbal description.  Also, as in any instructional 
DFWLYLW\SUREOHPVQHFHVVLWDWLQJUHSDLUVPD\DULVHZKHQWKHµVWXGHQW¶VKRZV
difficulties of performance (Curley, 1998).  Indeed because of the nature of 
physiotherapy treatment, and the situation of the patients (their impaired and 
disabled state), there is a pervasive and recurrent focus on deficiencies of 
physical competence, including errors in performance of treatment activities.  
The remedies physiotherapy offers for these deficiencies require co-
operation, participation and often effortful work by patients. 
 
Another characteristic element of physiotherapy is that, in large measure, the 
treatment or targeted action goes on under the eye, and indeed the hand, of 
the clinician.  This contrasts with some of the other healthcare settings that 
have been subject to conversation analytic research, such as general 
practice consultations (Heath, 1986; ten Have, 1991; Peräkylä, 1998), 
specialist diagnostic clinics (Maynard, 1991a), and advice-giving sessions 
(Silverman, 1997; Pilnick, 1999).  In those settings, patients are free to 
comply with or reject the advice or prescription after the consultation, without 
 9 
direct monitoring by the doctor or advice-giver.  In contrast, for much of 
physiotherapy, the therapist is present when the patient acts on the directions 
given.  As a result, developing and displaying understanding and participation 
are vital for the accomplishment of physiotherapy activities, and are highly 
pertinent aspects of the interaction.  
 
The first two analytic topics of this thesis concern how physiotherapists and 
patients interact, and develop and display understandings about the nature of 
treatment activities and participation in them (analysed in Chapter 4), and 
about the VXFFHVVRUIDLOXUHRISDWLHQWV¶DFKLHYHPHQWRIWKRVHDFWLYLWLHV
(Chapter 5).  The above discussion highlights the practical importance of 
these topics for the accomplishment of physiotherapy activities.  As we will 
see, the importance of these areas of communication is also evident in the 
data themselves, in terms of the nature and the amount of attention paid to 
them during treatment sessions. 
 
Our third analytic topic concerns interactions about why activities are being 
performed (analysed in Chapter 6).  The reasons for focusing on these are 
somewhat different to those that underlie our focus on the first two topics.  As 
we will show through analysis, interactions about reasons, goals and 
purposes are less obviously central to the accomplishment of physiotherapy 
tasks, and are less frequent in our data.  Nevertheless, they are of analytic 
interest for several reasons.  UK Government policy documents (e.g. DOH, 
1999) and professional physiotherapy documents (e.g. CSP, 2000) place a 
duty on clinicians to ensure that patients understand the reasons and 
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purposes of treatment, and as part of this process set treatment goals with 
patients. Yet there is research evidence that suggests explanation and goal-
setting are not done well in practice (Talvitie, 1996; Payton and Nelson, 
DQGSUHYLRXVUHVHDUFKRQSDWLHQWV¶YLHZVKDVIRXQGWKDWODFNRI
explanation is an important source of dissatisfaction about physiotherapy 
communication (Partridge, 1994).  Thus, our interest in interactions about the 
reasons, goals and purposes underlying therapy activities was partly 
stimulated by the attention paid to them in policy documents and by findings 
of previous studies.  Also, on initial viewing of the data recorded for this 
study, interactional difficulties associated with this area were evident.  These 
GLIILFXOWLHVSURYHGWREHRIDQDO\WLFLQWHUHVWDQGUHOHYDQFHWRWKHVWXG\¶VDLPV 
 
1.3.1 Body movement in physiotherapy 
The role of body movement in physiotherapy differs in several respects from 
most other interactional situations.  In most interactions, body movement 
occupies the background rather than the foreground of awareness and 
interaction (Schegloff, 1984; Kendon, 1985; Heath, 1992).  It is rarely a topic 
of talk itself.  However, body movement is a central interactional topic as well 
as a central interactional resource in physiotherapy. 
 
One aspect of our analysis concerns ways in which body movements and 
touch form a resource for physiotherapy communication.  This is especially 
so in the first analytic chapter (Chapter 4) where we consider ways that body 
movements form an important part of how therapists instruct patients in 
treatment activities, and a very important part of the way that patients 
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demonstrate their participation in these activities.  We also pay considerable 
attention to body movements in the second analytic chapter (Chapter 5), 
SDUWLFXODUO\WKHLUUROHZLWKLQWKHµLQGLUHFW¶VWUDWHJLHVE\ZKLFKIDLOXUHVRI
SDWLHQWV¶SHUIRUPDQFHDUHLQGLFDWHGDQGUHSDLUHG 
 
However, for several reasons, it was decided not to make body movement 
and touch the central topic of analysis in the way they have been in some 
conversation analytic studies utilising video data (e.g. Schegloff, 1984; 
Heath, 1992b).  One reason for this decision was the desire to develop a 
relatively comprehensive description of interactional patterns in 
physiotherapy, rather than of body movements alone.  Another reason was 
related to the emphasis of analysis on comparing actual practice with 
published recommendations.  The scope of the recommendations is wider 
than body movements alone, and so the scope of our descriptions and 
analysis is also wider.  Also, touch presents particular problems for analysis 
because some of its parameters, particularly the strength or force of tactile 
contact, can be impossible to gauge from video recordings alone.  
 
1.3.2  Summary 
,QVXPPDU\SK\VLRWKHUDS\FHQWUHVODUJHO\RQGHILFLHQFLHVRISDWLHQWV¶
physical competence, and works to remedy these through actions that 
UHTXLUHSDWLHQWV¶DFWLYHRIWHQHIIRUWIXOSDUWLFLSDWLRn and co-operation.  In 
order to accomplish physiotherapy, mutual understanding about participation 
in treatment activities is required.  Patients and therapists also need to 
develop shared understandings about how well these have been performed, 
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and about any corrections, if achievements and progress are to be made in 
treatment.  Understandings about why activities are performed seem to be a 
significant concern to patients, and are emphasised within recommendations 
for good practice, which place a duty on clinicians to set goals with patients 
as part of building understandings about treatment.  However, explanatory 
and goal-setting interactions seem to be problematic in practice. 
 
The importance of these activities and concerns, evident in both the data 
collected for this study and in previous literature, underlies the choice of the 
three topics on which this thesis focuses:  
1. The nature of physiotherapy treatment activities and of participation in 
them 
2. Achievement (success and failure) in these activities  
3. The reasons, goals and purposes underlying the activities 
 
We have noted that body movement is a central topic and an important 
interactional resource in physiotherapy.  Whilst it is not the sole focus of this 
study, analysis incorporates attention to it. 
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1.4 Aims of the thesis 
The aims of the study, including both the sociological and clinical lines of 
enquiry can be summarised as follows: 
 
1. To describe communication practices through which physiotherapy 
treatment activities are achieved 
2. To compare actual communication conduct with that specified by 
professional recommendations for good practice 
3. 7RDSSO\DVRFLRORJLFDOSHUVSHFWLYHLQRUGHUWRHOXFLGDWHSDWLHQWV¶DQG
WKHUDSLVWV¶FRQGXFW7KXVWRGHYHORSH[SODQDWLRQVIRUZK\WKH\
communicate in the ways that they do, including reasons for 
discrepancies between actual and recommended conduct 
4. To reconsider current published recommendations for good 
communication practice in the light of the analysis, and to reflect on the 
role of recommendations with respect to guiding professional practice 
5. To demonstrate that conversation analytic research can generate findings 
which can inform and enhance physiotherapy practice 
6. To contribute to conversation analytic knowledge about the organisation 
of conduct during clinical interactions 
7. To contribute to the development of conversation analysis derived 
approaches to researching lay professional interactions 
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1.5 Structure of the thesis and contents of the chapters 
The next chapter contains a foundational literature review.  Commentaries 
and critiques of physiotherapy communication are reviewed, and current 
published recommendations for good communication practice in 
physiotherapy are summarised.  We will critically review the methods and 
findings of previous studies of physiotherapy communication.  We will also 
outline certain issues that are specific to the setting we studied - the nature of 
stroke, and of rehabilitation and physiotherapy for stroke. 
 
The following chapter (3) discusses ethnomethodology and conversation 
analysis DQGGHVFULEHVWKHVWXG\¶VPHWKRGVGHVLJQDQGSDUWLFLSDQWV
Chapters 4, 5 and 6 report the analysis itself.  Each of these chapters 
contains a fairly self-contained study of one particular element of interaction.  
Each includes a review of conversation analytic literature relevant to its topic; 
a thorough description of patterns of conduct observed in the data which is 
developed through analysis of illustrative extracts and their transcripts; and 
DQµH[SODQDWRU\DQDO\VLV¶7KLVH[SODQDWRU\DQDO\VLVLVGHveloped by 
UHIOHFWLQJRQVRFLRORJLFDOXQGHUVWDQGLQJVRIIDFWRUVWKDWVKDSHLQWHUDFWDQWV¶
conduct.  In the final section of each analytic chapter, the relationship 
between the observed practices and the stipulations of published 
recommendations are considered in the light of these sociological 
understandings.    
 
The discussion and conclusions chapter (7) includes a brief reiteration of the 
findings of each analytic chapter and a consideration of the scope and 
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OLPLWDWLRQVRIWKHVWXG\¶VILQGLQJVEXWLWVPDLn focus will be upon the broader 
LVVXHVUDLVHG%HDULQJLQPLQGRXUHDUOLHUGLVFXVVLRQRIWKHGXDOµWDUJHW
DXGLHQFH¶RIWKLVWKHVLVWKHVHZLOOEHGLYLGHGLQWRWZRDUHDVLQVLJKWVDQG
implications for physiotherapy practice and research; and insights and 
contributions to ethnomethodological and conversation analytic research and 
knowledge.  
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CHAPTER TWO 
LITERATURE REVIEW: COMMUNICATION IN 
PHYSIOTHERAPY AND STROKE REHABILITATION 
In this chapter we outline commentaries, critiques and published 
recommendations on communication in physiotherapy, and critically review 
previous studies in this area and the methodologies these have employed.  
There will be an emphasis on literature about communication in 
physiotherapy and rehabilitation following stroke.  Whilst some readers of this 
thesis will be therapists with experience in this setting, others will not.  For 
WKLVUHDVRQZHZLOODOVRSURYLGHVRPHµEDVLF¶LQIRUPDWLRQDERXWWKHQDWXUHRI
stroke and of rehabilitation.  This will also provide an opportunity to explain 
features of the stroke rehabilitation setting that make it a useful and 
potentially productive one for studying interaction in physiotherapy. 
 
2.1 Literature on communication in physiotherapy  
2.1.1 Distinctive aspects and beneficial effects of communication in 
physiotherapy 
In this section we will outline the benefits of good communication in 
physiotherapy as proposed in various commentaries and reviews.  We will 
also summarise aspects of communication between patients and 
physiotherapists that have been suggested in the literature as distinctive, 
SDUWLFXODUO\FRPSDUHGWRRWKHUKHDOWKFDUHSURIHVVLRQDOV¶LQWHUDFWLRQVZLWK
SDWLHQWV7KXVZHH[SORUHZKDWXQGHUOLHV+RXJK¶VFODLPWKDW
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SK\VLRWKHUDSLVWVDUHLQD³XQLTXHSRVLWLRQWRHVWDEOLVKHIIHFWLYH 
FRPPXQLFDWLRQZLWKSDWLHQWV´S 
 
Physiotherapists often spend longer periods in face-to-face contact with 
patients than do any other members of the rehabilitation team.  Also, the 
amount of tactile contact is greater than in most other professional lay 
relationships (Hough, 1987; Adams et al., 1994).  The communicative content 
and activities of physiotherapy are distinctive, particularly in comparison to 
GRFWRUV¶FRQVXOWDWLRQV,QPRVWPHGLFDOFRQVXOWDWLRQVWKHUHLVDWHPSRUDO
disjunction between communicating medical advice and acting upon it 
(Frankel, 1993), whereas many physiotherapy treatment activities are 
conducted under observation of the clinician and during the session itself.  
Some authors have argued that as the majority of physiotherapists are 
female, this too has implications for communication (Hargreaves, 1987; 
Jones et al., 1998; Williams and Harrison, 1999). 
 
Benefits of good communication proposed by both medical and 
physiotherapy research literature include: 
 5HGXFLQJSDWLHQWV¶DQ[LHWy and distress, their pain and disability, and 
increasing the rate and amount of recovery (Hough, 1987; Adams et al., 
1994; Moffett and Richardson, 1997).  
 $IIHFWLQJDWWLWXGHVDQGEHKDYLRXULQFUHDVLQJSDWLHQWV¶VHOIUHVSHFWDQG
autonomy (Hough, 1987; Williams and Harrison, 1999); and promoting 
SDWLHQWV¶SHUFHSWLRQRIFRQWURORYHUWKHLUSUREOHPVDQGDELOLW\WRFRSHZLWK
these (Partridge, 1994; Moffett and Richardson, 1997)  
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 ,QFUHDVLQJSDWLHQWV¶DGKHUHQFHZLWKWUHDWPHQWUHFRPPHQGDWLRQV7KLVLV
emphasised by many writers (e.g. Wagstaff, 1982; Hough, 1987; Sluijs et 
al., 1993a; Partridge, 1997; Payton et al., 1998) and has been suggested 
as a means of achieving cost-effective care (Adams et al., 1994; Moffett 
and Richardson, 1997). 
  
Conversely, inadequacies in communication are thought to lead to an 
LQFUHDVHLQSDWLHQWV¶GLVWUHVV+RXJKDQGV\PSWRPDWRORJ\0RIIHWW
and Richardson, 1997), and have been found to reduce satisfaction with care 
(Partridge, 1997; Payton et al., 1998). 
 
2.1.1.1 Criticisms and problems of physiotherapy communication  
:HZLOOQRZVXPPDULVHFULWLFLVPVWKDWKDYHEHHQOHYHOOHGDWSK\VLRWKHUDSLVWV¶
communication in both general commentaries and as a result of research.  
0DQ\RIWKHVHFRQFHUQWKHSXUSRUWHGQHJDWLYHHIIHFWVRIWKHµPHGical 
HPSKDVLV¶RISK\VLRWKHUDS\ 
 
Since its inception, physiotherapy has maintained strong links to the outlook 
and procedures of medicine in terms of both service organisation and 
conceptual base (Anon, 1994; Larkin, 1983; Roberts, 1994).  A key aspect of 
the medical model of disease, on which physiotherapy draws heavily 
(Roberts, 1994), is the concept that there are normal patterns of physical 
activity and that deviations from these represent abnormality and a need for 
remediation.  A fundamental concept of stroke physiotherapy is that 
abnormalities of movement and physical functioning must be identified and 
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interventions to bring these back towards normal range applied (e.g. Davies, 
1985; Carr and Shepherd, 1987; Bobath, 1990; Watson, 1999).  However, 
critics suggest that the emphasis on restoration of normal movement results 
LQWKHUDSLVWV¶IDLOXUHWRVXSSRUWSDWLHQWV¶VHOI-determination (Williams, 1984; 
6WDFKXUD$OVRWKDWZKDWKDVEHHQGHVFULEHGDVWKHUDSLVWV¶
mechanistic approach (Lettinga et al, 1997) leads to an exclusive focus on 
SDWLHQWV¶ERGLHV, or isolated parts thereof, neglecting psychological and social 
aspects RISDWLHQWV¶H[SHULHQFHVDQGFRPSODLQWV6WDFKXUD7KRUQTXLVW
1994a; Lettinga et al., 1997).  Stachura (1994) claims that in neurological 
SK\VLRWKHUDS\SK\VLFDOWHFKQLFDOVNLOOVDUHWKHIRFXVRIWKHUDSLVWV¶WUDLQLQJ
DQGDVSLUDWLRQVZKLOVWOHVVLPSRUWDQFHLVSODFHGRQWKH³KLJKO\FRPSOH[EXW
OHVVWDQJLEOHHOHPHQWVRISUDFWLFH´SDQG:LOOLDPVDQG+DUULVRQ
make similar criticisms of physiotherapy in general.  A further criticism 
concerns the powerful position that therapists are said to occupy.  Williams 
DQG+DUULVRQVXJJHVWWKDWWKHUDSLVWVPD\µSHUSHWXDWHSRZHU
LQHTXDOLWLHV¶LQDZD\WKDWLVGHWULPHQWDO, treating patients as passive 
recipients of therapy.  However, they acknowledge that power is a difficult 
and contested concept, and that there is a lack of concrete research to 
substantiate these claims.  The above criticisms have mainly arisen within 
commentaries rather than from empirical research.  Those arising from 
observational research are closely related, suggesting that therapists 
sometimes fail to give patients sufficient opportunities to express their own 
views (e.g. Thornquist, 1994a; Talvitie, 1996; Jones et al., 1998) or fail to 
provide them with sufficient explanation and information (Talvitie, 1996; Sluijs 
HWDOE6WXGLHVZKLFKKDYHIRFXVHGVSHFLILFDOO\RQVWURNHSDWLHQWV¶
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views have often found that they report feeling they have not been given 
sufficient information and explanation of the processes of physiotherapy (e.g. 
Intercollegiate Working Party for Stroke, 2000; Partridge, 1994). 
 
In contrast to these criticisms, some interview studies (Lewinter and 
Mikkelsen, 1995b; Beeston and Simons, 1996) and ethnographic 
investigations (Jensen et al., 1990, 1992) have claimed that therapists, 
particularly experienced ones, do value collaboration and empowerment of 
patients.  These studies have also claimed that therapists attend to, and act 
RQWKHVRFLDODQGSV\FKRORJLFDODVSHFWVRISDWLHQWV¶GLVDELOLWLHVGRLQJVRE\
seeking information from patients that goes beyond purely physical 
V\PSWRPVDQGE\DWWHQGLQJWRWKHVHDVSHFWVRISDWLHQWV¶FRQFHUQVLQWKHLU
treatment actions.  
 
In a slightly different vein, various problems and challenges associated with 
physiotherapy communication have been highlighted.  These include 
differences between professionals and patients in perspectives on disability 
and illness and expectations of treatment (Maclean and Pound, 2000; Hough, 
1987).  In stroke rehabilitation, several investigators have found a divergence 
EHWZHHQSUDFWLWLRQHUV¶DQGSDWLHQWV¶JRDOVH[SHFWDWLRQVand strategies for 
improvement (e.g. Kaufman, 1988b; Lewinter and Mikkelsen, 1995b).  
Further problems include those presented by LPSDLUPHQWVRISDWLHQWV¶
perceptions and communication ability, and the difficulties and dilemmas of 
dealing with very GHSUHVVHGRUµGHSHQGHQW¶SDWLHQWV(Lewinter and Mikkelsen, 
1995b; Beeston and Simons, 1996).  Although therapists report that they aim 
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WRIDFLOLWDWHSDWLHQWV¶SDUWLFLSDWLRQDQGFRQWUROLQWKHPDQDJHPHQWRIWKHLU
problems (Beeston and Simons, 1996), they also report that some patients 
become very reliant and dependent upon physiotherapy, making promotion 
of independence difficult (Adams et al., 1994; Lewinter and Mikkelsen, 
1995b; Beeston and Simons, 1996).  
 
To summarise, in interview studies, patients report communication difficulties 
arising because of differences between their perspectives and those of 
therapists, and they sometimes express dissatisfaction with the amount of 
information and explanation they are given.  Therapists also report difficulties 
arising from divergent perspectives; they report difficulties dealing with 
patients whose communLFDWLRQRUFRJQLWLRQLVLPSDLUHGDQGZLWKSDWLHQWV¶
dependence upon them.  In commentaries and in some observational 
studies, physiotherapists have been criticised for imposing medically-based 
values of normality and independence on patients and treating them as 
passive recipients of therapy.  They are also criticised for failing to ensure 
that patients are provided with sufficient information and that their views are 
sought and incorporated into treatments.  Also for focusing on physical 
aspects and negleFWLQJVRFLDODQGSV\FKRORJLFDOHOHPHQWVRISDWLHQWV¶
concerns.  
 
2.1.1.2 Notions of professional authority that underlie criticisms 
In considering the arguments above, it is important to recognise that a 
particular view of the nature of health professionalV¶ZRUNDQGRIWKHLU
relationships with patients underlies many of these critiques of 
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FRPPXQLFDWLRQ3URIHVVLRQDOV¶PDLQFRQFHUQLQHQFRXQWHUVZLWKSDWLHQWVLV
said to be asserting and sustaining dominance and authority over the patient 
(discussions and critique of this notion can be found in Maynard, 1991 and 
Sharrock, 1979).  This view has been, and continues to be strongly held and 
influential in some quarters (Pilnick, 1998; Maynard, 1991b).  However, a 
radical reassessment has resulted from development of both theory and 
empirical research findings (ten Have, 1991).  This reassessment proposes 
that the asymmetry observable in patient professional encounters results 
from the interactional conduct of both SDUWLHVVRWKDWWKHµGRPLQDQFH¶RI
professionals is collaboratively achieved rather than imposed.  Furthermore, 
empirical findings also show that this dominance is not so straightforward as 
is sometimes assumed ± patients can themselves be seen to use various 
strategies to control and make demands upon professionals (e.g. Heath, 
1997; ten Have, 1991).  We further consider this reassessment Chapter 4 
(Section 4.5).   
 
2.1.2 Published recommendations for good communication practice in 
physiotherapy 
As we have explained, a major theme of this analysis concerns how actual 
practice during physiotherapist patient encounters compares to 
recommendations.  We will now detail these recommendations, to which we 
will refer time and again throughout the thesis. 
 
Recommendations for good practice as articulated in policy documents and 
commentaries (DOH, 1999; CSP, 2000; Hough, 1987; Moffett and 
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5LFKDUGVRQHQFRPSDVVJHQHUDOSULQFLSOHVFRQFHUQLQJWKHUDSLVWV¶
approach, and somewhat more specific stipulations concerning 
communicative actions.  We summarise their general themes first, then 
present a condensed list. 
 
Most publications place considerable responsibility on the therapist to 
actively establish mutual understanding between patient and therapist 
through provision of information and efforts to involve patients in treatment 
and in treatment decisions (e.g. CSP, 2000; Association of Chartered 
Physiotherapists Interested in Neurology (ACPIN), 1995; Hough, 1987; 
Moffett and Richardson, 1997; Payton et al., 1998).  Some publications have 
emphasised the importance of IOH[LELOLW\RUµLPSURYLVDWLRQ¶RQWKHSDUWRIWKH
therapist ± responding to individual patients and context (Dickson and 
Maxwell, 1985; Jensen et al., 1992; Moffett and Richardson, 1997), and of 
negotiating individual goals of treatment with patients (CSP, 2000; ACPIN, 
1995; Payton et al., 1998; Sim, 1998).  Overall, a particular emphasis is 
SODFHGRQVHHNLQJDQGLQFRUSRUDWLQJSDWLHQWV¶XQGHUVWDQGLQJVDQG
preferences into the interaction and treatment process and in ensuring that 
patients understand and are motivated to participate in treatment. 
 
In summary, the recommendations state that physiotherapists should involve 
patients in their own care by: 
 Facilitating dialogue with patients (Mead 2000) 
 Ensuring shared decision-making with respect to treatment processes 
and treatment goals (CSP, 2000; Mead, 2000) 
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 Actively establishing mutual understanding (Hough, 1987; Moffett and 
Richardson, 1997; Payton et al., 1998) 
These principles require that therapists:  
 Provide relevant information on clinical findings, treatment options, 
DQGWKHWKHUDSLVW¶VUROH 
 Provide opportunities for patients to ask questions, and express their 
own views and preferences  
 &KHFNSDWLHQWV¶XQGHUVWDQGLQJV 
 6HHNDQGLQFRUSRUDWHSDWLHQWV¶XQGHUVWDQGLQJVDQGSUHIHUHQFHVLQWR
the interaction and into treatment processes and goals 
(CSP 2000) 
Further recommendations specify that: 
 Over the course of treatment, physiotherapy moves from a situation 
ZKHUHWKHUDSLVWVJXLGHDQGGLUHFWWKHSDWLHQWWRZDUGV³DPXWXDO
SDUWLFLSDWLRQUHODWLRQVKLS´0RIIHWWand Richardson, 1997, p92) 
 Therapists communicate with patients in a manner that is open, 
honest, clear and unambiguous (CSP, 2000) 
 Patient motivation is encouraged through a positive, enthusiastic 
communication manner (Lynch and Grisogono, 1991; Partridge, 1994) 
 The general attitude toward patients should be one of respectfulness 
(Partridge, 1994), with patients treated as equals and experts in their 
own right (Mead 2000), not as children or idiots (Partridge, 1994)  
 Dependence of the patient on the therapist is avoided.  Instead, they 
are to be enabled and encouraged to take control and responsibility 
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for their recovery and actions (Moffett, 2000; Partridge and Johnston, 
1989) 
 
Most of these recommendations do not derive from specific research 
projects, except for those referenced to Partridge (1994): a small focus group 
interview study; Partridge and Johnson (1989): a small questionnaire study; 
and Payton et al. (1998): a larger interview study.  Thus only a small 
proportion of recommendations have a base in research studies, and none of 
these studies involved direct observations of practice.  Nevertheless, a body 
of research studies that have involved direct observation of physiotherapist 
patient interactions exist.  The following section includes a consideration of 
these. 
  
2.2 Critical review of previous observational research into 
physiotherapy communication  
Most research into physiotherapy communication has adopted methods 
developed from theory and studies in the field of social psychology.  In the 
following review we will describe the model of human communication that is 
involved, and the methods that follow from it, illustrating with some social 
psychology and physiotherapy studies.  We will argue that these methods 
have considerable limitations, and that as a result, this research approach 
fails to adequately encompass various aspects of human communication, so 
that findings and recommendations lack both rigour and (practical) detail.  A 
small number of physiotherapy studies have drawn upon alternative traditions 
such as ethnography, these will be considered in a later section.   
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2.2.1 A social psychology model of understanding and researching 
communication 
The following discussion draws on descriptions by Argyle (1988) and Bull and 
Roger (1988).  ArJ\OHSUHVHQWVDµEDVLFSDUDGLJP¶RIFRPPXQLFDWLRQEHWZHHQ
WZRSDUWLFLSDQWV$DQG%ZKHUHLQ$HQFRGHVDµPHVVDJH¶WKDW%GHFRGHV
using a shared code.  Encoding and decoding may proceed 
unproblematically, with A and B understanding each other and intending this 
to be the case.  Alternatively, misunderstandings may result from erroneous 
sending or receiving of messages, or deceptive sending of messages. 
  
2.2.2 Assumptions and methodological implications of the model 
This paradigm and the related research recommendations entail certain 
conceptual assumptions.  Words and non-verbal elements of communication 
are viewed as having definite meanings which people succeed or fail to learn 
DQGDFFXUDWHO\DSSO\7KLVOHDGVWRDPRGHOZKHUHLQFRPSHWHQFHLQµVRFLDO
skLOOV¶LVVHHQLQWHUPVRIFRUUHFWOHDUQLQJDQGDSSOLFDWLRQRIPHDQLQJVDQG
UXOHV,QµVSHFLDO¶VHWWLQJVVXFKDVPHGLFDOFRQVXOWDWLRQVGLIIHUHQWUXOHVDUH
considered to come into play, such as those concerning tactile contact.  
These different rules are envisaged as understood and conformed to by 
participants, and the model does not explore how they come to be 
established and understood.  
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Besides the idea that people act according to shared, internalised rules, a 
further element of the model is the assumption that pre-existing factors, 
which are external to the individual context and immediate situation, govern 
or at least systematically affect communication.  This leads to a research 
PHWKRGRORJ\LQZKLFKH[WHUQDOYDULDEOHVLQFOXGLQJSDUWLFLSDQWV¶DWWULEutes 
such as gender, and aspects of setting) are identified, measured and 
sometimes controlled for in a laboratory setting, or are controlled by 
comparison across different settings (Roger and Bull, 1988; Zimmerman and 
Boden, 1991).  In some studies, variaEOHVLQFOXGHVXEMHFWLYHµLQWHUQDO¶IDFWRUV
such as attitudes.  These are treated as stable and independent of the 
circumstances of individual interactions.  Like rules, variables are treated as 
consistently influencing every interaction.   
 
Comparisons across different settings and controlled variables proceed by 
quantifying aspects of communication, then making and comparing frequency 
counts.  Thus, a further element of the research methods in this approach is 
that aspects of communication are classified into independent and discrete 
categories.  These category systems are applied to observed or recorded 
interactions, and frequency counts are computed.  Frequencies may be 
compared across settings or participants, and/or statistical associations 
between various external variables and communication categories 
calculated.  Such statistical analysis is said to enable the researcher to arrive 
at an objective decision about the importance of a particular aspect of 
behaviour or variable (Bull and Roger, 1988). 
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The majority of physiotherapy studies of communication seem to have 
followed this model, using a system of categories to measure communication 
(Dockrell, 1988; Jensen et al., 1990, 1992; Sluijs et al., 1993a, b; Adams et 
al., 1994; Jones et al., 1998).  The category system is applied during 
observation (Dockrell, 1988; Jensen et al., 1990, 1992; Jones et al., 1998) or 
to recordings (Sluijs et al., 1993a, b; Adams et al., 1994) and frequency 
counts are made.  Frequency distributions are compared across different 
settings (e.g. Adams et al., 1994), or different participant characteristics, e.g. 
experience of staff  (e.g. Jensen et al., 1990). 
  
$IXUWKHUHOHPHQWRIWKHPRGHOLVWKDWFRPPXQLFDWLRQE\SDUWLFLSDQWVµ$¶DQG
µ%¶LVWUHDWHGDVVHSDUDWHDQGLQGHHGWKHy are often investigated separately 
LQWHUPVRIµHQFRGLQJ¶PHVVDJH-VHQGLQJDQGµGHFRGLQJ¶PHVVDJH-
receiving) research.  Correspondingly, physiotherapy studies in this tradition 
JHQHUDOO\VHWRXWWRLQYHVWLJDWHRQO\SK\VLRWKHUDSLVWV¶µHQFRGLQJ¶FRQGXFW.  
7KLVDQDO\WLFDOVHSDUDWLRQDOVRH[WHQGVWRGLIIHUHQWµFKDQQHOV¶RI
communication such as talk, gaze, gesture, and touch (Argyle, 1988), which 
are treated separately in data collection and analysis.  Hence, some of the 
physiotherapy studies consider only verbal behaviour (Sluijs et al., 1993a, b), 
and those that have included non-verbal elements treat them as a separate 
set of categories (Adams et al., 1994; Jones et al., 1998). 
 
In research based upon this model, choices about which external variables 
and which communication behaviours are measured and incorporated into 
research designs and explanatory models tend to be treated as 
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straightforward and self-evident (Hopper, 1988).  The assumptions and 
considerations that led to these choices are often neither considered nor 
articulated by researchers.  When warrant is offered for choices, few studies 
DWWHPSWWRJURXQGWKLVLQGDWD-HQVHQ¶VVWXGLHVDUHH[FHSWLRQV,QVWHDG
warrant is made by reference to common-VHQVHµZKDWHYHU\RQHNQRZV¶DQG
by recourse to research and theoretical literature.  Physiotherapy research by 
-RQHVHWDOZKRVWXGLHGILQDO\HDUSK\VLRWKHUDS\VWXGHQWV¶
communication skills, illustrates this.  The researchers observed English-
speaking Australian students treating English-speaking patients, and Hong 
Kong Cantonese-speaking students and patients.  Frequencies of various 
behaviour categories were compared between the different nationalities, also 
between different genders of patients and therapists.  Categories included 
µH[SODQDWLRQLQVWUXFWLRQ¶µVLOHQWSHULRG¶µYHUEDOUHLQIRUFHPHQW¶µH\HFRQWDFW¶
µIDFLDOH[SUHVVLRQ¶LQIRUPDWLRQILQGLQJ¶DQGµUHVSRQVHZLWKLQWHUHVW¶7KH
UHVHDUFKHUV¶FOLQLFDONQRZOHGJHLVXVHGWRMXVWLI\WKHLUFKRLFHRI
communication skills categories: WKHVH³ZHUHVHHQE\WKHDXWKRUVHDFKRI
whom is an experienced clinician, to be important to the quality of 
SK\VLRWKHUDS\´S 
  
2.2.3 Criticisms of the model 
The traditional quantifying approach has been described as a clear and 
economical way of presenting and accounting for a complex database, and 
providing objective and generalisable findings (Bull and Roger, 1988).  
Others, particularly those drawing on an ethnomethodological perspective, 
argue that its descriptions and explanations simplify and reduce the 
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complexity of human communication to a degree that precludes satisfactory 
and coherent analysis (Heritage, 1988a; Hopper, 1988).  From the same 
perspective, it is argued that in both the selection of variables and categories 
of conduct, and the sorts of interpretations that are made, the knowledge and 
views of the analyst are (inappropriately) privileged and treated as superior to 
those of the people they are studying (Heritage, 1984; Silverman, 1997; 
Schegloff, 1997).  We will discuss the ethnomethodological approach in detail 
in the next chapter.  For now, we will illustrate in more concrete terms the 
shortcomings of the social psychology model.  These concern the coherence 
of analyses, adequacy of descriptions, and the warrantability of findings and 
conclusions. 
 
2.2.3.1 Imposition of external variables into analyses, and 
assumption that shared rules govern conduct   
As we have noted, the research approach we have been examining assumes 
that pre-existing variables and rules, which are independent of the local 
interactional circumstances, shape, control and explain individual events 
within interactions.  Part of the assumption that interactional conduct is rule-
JRYHUQHGLVWKHYLHZWKDWWKDWSHRSOHµNQRZ¶WKHUXOHVRIFRPPXQLFDWLRQDQG
apply them iQLQGLYLGXDOVLWXDWLRQV)RULQVWDQFH$UJ\OH¶VVXJJHVWV
WKDW³7KHUHDSSHDUWREHGHILQLWHUXOHVZKLFKSHUPLWFHUWDLQNLQGVRIWRXFK
EHWZHHQFHUWDLQSHRSOHRQFHUWDLQRFFDVLRQVRQO\´S-5), claiming that in 
PHGLFDOFRQVXOWDWLRQV³DVSHFLDOLVed kind of touch is used, with no great 
LPSOLFDWLRQRILQWLPDF\´S+RZHYHUWKLVIRUPRIFODLPIDLOVWRFRQVLGHU
how people come to know how to deal with and share understandings of 
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conduct in such situations.  Furthermore, such claims are not borne out by 
empirical research.  For instance, research into gynaecological examinations 
(Emerson, 1973) has shown that issues of sexual delicacy cause 
interactional difficulties which are dealt with in complex and methodical ways 
by both examiner and examinee and that the implication of intimacy is treated 
as ever-present by participants.  It seems that what underlies conduct is 
more complex than a set of regulations and variables.  
 
2.2.3.2 A priori categorisation of communication conduct  
Categorisation rests on an assumption that a single correct description of the 
given behaviour is possible.  However, empirical research shows 
communicative actions do more than one thing at once (e.g. Goodwin, 1979), 
and furthermore, that they are not so static as the model assumes.  Empirical 
findings indicate that the meaning and description of an action may be 
reviewed over time and may differ amongst different participants (Potter and 
Wetherell, 1987).  Mutually exclusive, pre-formed categories cannot but 
ignore these essential characteristics of communication.  Imposing a 
categorisation framework can thus lead analysts to miss features of what is 
occurring in and significant for the interaction, distorting and reducing 
descriptions and explanations.  Also, to reiterate an earlier argument, 
FDWHJRULVDWLRQHQWDLOVLPSRVLWLRQRIWKHDQDO\VW¶VYLHZRIZKLFKHOHPHQWVRI
communication are important within the interaction, at the expense of 
detailed investigation of which elements participants themselves treat as 
important.  
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To illustrate the shortcomings of categorisation, we again turn to Argyle 
(1988), who claims that the meaning of certain gestures is shared and 
understood by all members within a culture or cultural group.  He gives the 
H[DPSOHRIWKHµKLWFK-KLNH¶VLJQDQGproposes this a single meaning that can 
be described briefly and completely.  However, this gesture might be used in 
many different ways: in a practical manner to hitch a lift, or ironically, or 
humorously, or even as part of a dance.  Its meaning(s) at that time and in 
that context be understood by examination of the local context, but not by 
simplistically placing it under one category.  For a more physiotherapy-
VSHFLILFH[DPSOHOHWXVLPDJLQHDWKHUDSLVWSODFLQJKHUKDQGRQDSDWLHQW¶V
VKRXOGHU7KLVµVLPSOH¶DFWLRQPD\VHUYHPDQ\IXQFWLRQVVLPXOWDQHRXVO\IRU
instance: adjusting posture, providing reassurance to the patient, and 
VHQVRU\LQIRUPDWLRQDERXWWKHSDWLHQW¶VPXVFOHVWRWKHWKHUDSLVW7R
FDWHJRULVHLWVLPSO\DVIRULQVWDQFHµQRQ-medical toucK¶DVPLJKWWKH
physiotherapy studies discussed (e.g. Adams et al., 1994), is at best 
superficial and at worst a distorted description.  Touch, as with all other 
communicative actions, may do several things at once and be oriented to by 
participants themselves as such.  Yet the measurement systems used 
require each action to be defined as one thing and one thing only, and 
always the same thing on each occasion.   
 
2.2.3.3 Variables and categories are selected and measured 
without sufficient warrant of their significance for participants 
Investigators using the model we have been describing are also criticised for 
failing to provide adequate justification for their choice of which external 
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variables and which categories of communication are measured, and how 
these are measured.  As we noted, in several physiotherapy studies, choices 
are informed by the research literature, by personal experiences, or clinical 
expertise; they are commonly left untested and unjustified in terms of 
empirical data.  That is, studies often neglect investigation and demonstration 
of what participants treat as important and relevant. 
 
A further problem for any categorisation system which relies on clinicians, 
even expert ones, is that much of what occurs within interactions goes 
unnoticed and unreported (Miller, 1997).  The complexity of interactional 
conduct even over short stretches of time has been demonstrated by 
numerous empirical studies (e.g. Heath, 1986, 1997; Goodwin, 1979).  Thus, 
PHPEHUV¶DFFRXQWVRIFRQGXFWFDQRQO\JHQHUDlise and gloss these 
processes. 
  
2.2.3.4 Over-simplistic conception of description, and treating 
DQDO\VWV¶LQWHUSUHWDWLRQVDVVXSHULRU 
Defining and measuring external variables and behaviour categories entails a 
view in which description is seen as capable of directly reflecting external 
reality given appropriate application of measurement procedures.  While this 
view of description and measurement may be sufficient for some purposes, 
our argument here is that it does not allow adequate investigation and 
understanding of communication.  Hence, much of the criticism of this model 
rests on theoretical insights and empirical research concerning the nature of 
descriptions.  In this alternative view, description can never be definitive and 
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complete.  All descriptions must involve selection, employment of certain 
perspectives, and interpretation.  Also, Potter and Wetherell (1987) point out 
that: "talk is not just 'about' actions and events but is also a potent working 
part of these things" (p72).  That is, the act of describing is itself part of the 
construction of social action and meanings: so description cannot offer 
independent commentary (Heritage, 1984).  An illustration of the complexities 
of describing communication conduct can be drawn from the conclusions of 
Jones et al. (1998) who, it will be recalled, correlated frequencies of 
SK\VLRWKHUDS\VWXGHQWV¶FRPPXQLFDWLRQEHKDYLRXUVZLWKJHQGHUDQGHWKQLFLW\
of patients and students.  Compared to English-speaking Australian students 
treating English-speaking patients, Hong Kong Cantonese students treating 
Cantonese-speaking patients scored significantly lower on all communication 
categories except for percentage of treatment that was silent.  The authors 
state that, compared to Hong Kong students, Australian stuGHQWV³ZHUH
deemed to be more aware of their patients as people and of the need to 
UHVSRQGWRWKHP´S7KLVSURYLGHVDFOHDULOOXVWUDWLRQRIKRZWKHSURFHVV
of description necessarily entails interpretation, and a construction of the 
meaning of condXFWDQGµZKDWLVWKHFDVH¶$VWKHDXWKRUVDFNQRZOHGJH
WKHLUREVHUYDWLRQVRIFRPPXQLFDWLRQEHKDYLRXUXWLOLVHGDµ:HVWHUQPRGHO¶
which implicitly assumes that certain behaviours (universally) constitute 
skilled and effective communication.  That is, their categories describe 
communication from a particular perspective.  Their implication that Hong 
Kong students are less aware of their patients as people entails interpretation 
DQGFRQVWUXFWLRQ7KXVDOWHUQDWLYHGHVFULSWLRQVDQGFRQVWUXFWLRQVRIµZKDWLV
tKHFDVH¶DUHDOZD\VSRVVLEOHWKHUHVHDUFKHUVPLJKWKDYHGHVFULEHGWKH
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greater silence and lower frequency of questioning patients as an indication 
that Cantonese students showed a proper respect towards patients.  Notably, 
this form of interpretation and description rests on an assumption on the part 
RIWKHDQDO\VWVWKDWRQO\WKH\JUDVSZKDWLVµUHDOO\¶JRLQJRQDQGWKDWWKHLU
selection of what is important and how it is to be interpreted has privileged 
status.  Schegloff has argued that such an approach HQWDLOV³WKHRUHWLFDO
LPSHULDOLVP´ZKHUHLQDQDO\VWVVWLSXODWHWKHWHUPVRIUHIHUHQFHE\ZKLFKWKH
world is to be understood (Schegloff, 1997, p167).  It also relates to what 
6LOYHUPDQ&KDSWHUGHVFULEHVDVµWKH'LYLQH2UWKRGR[\¶ZKLFK
holds that oQO\VRFLDOVFLHQWLVWVFDQVHHWKURXJKSHRSOH¶VFODLPVDQG
DFWLYLWLHVVRDVWRJUDVSZKDWLVµUHDOO\¶JRLQJRQ 
  
2.2.3.5 Further shortcomings of categorisation and counting  
A further assumption of this approach is that the frequency of a behaviour 
equates to some aspect of its quality.  This can be seen in a number of 
SK\VLRWKHUDS\FRPPXQLFDWLRQVWXGLHVIRULQVWDQFH6OXLMVHWDO¶VVWXG\
(1993b).  This large study focused on physiotherapy communication in the 
1HWKHUODQGV2EVHUYDWLRQVRIµSDWLHQWHGXFDWLRQDFWLYLW\¶DQGDPRXQWRI
µFRXQVHOOLQJ¶GXULQJDXGLR-recorded treatment sessions were correlated 
ZLWKWKHWKHUDSLVWV¶VHOI-reported attitudes towards patient education.  
Trained observers applied a checklist of categories to the recordings.  These 
purported to measure the type, quantity and quality of patient education 
RFFXUULQJ7RLOOXVWUDWHRXUDUJXPHQWZHFRQVLGHURQHFDWHJRU\µWKHUDSLVWV¶
DZDUHQHVVRISDWLHQWV¶GHPDQGV¶ZKLFKZDVPHDVXUHGDVWKHQXPEHURI
times the therapist asked the patient to express demands, opinions and 
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desires.  Yet a therapist could conceivably ask many such questions but not 
DWWHQGWRDQ\RIWKHSDWLHQW¶VUHVSRQVHV$QRWKHUWKHUDSLVWPLJKWSURGXFH
only one such question, but devote much of the session to attending to and 
DGGUHVVLQJWKHSDWLHQW¶VUHVSRQVH7KDWLVWKHUDSLVWV¶LQWHUHVWLQSDWLHQWV¶
concerns may have less to do with the frequency with which the patient is 
asked about them, and more to do with whether the therapist attends to and 
addresses these concerns (c.f. Schegloff, 1993, Section iv).  Simplistic 
FRGLQJDQGFRXQWLQJDQGVHSDUDWHWUHDWPHQWRISDWLHQWV¶DQGWKHUDSLVWV¶
conduct cannot adequately address such issues. 
  
Besides the problem of lack of meaning of frequency counts, there are further 
prREOHPVLQ6OXLMVHWDO¶VEFDWHJRULHV7HQ+DYH¶V
FRQVLGHUDWLRQRISDWLHQWV¶TXHVWLRQVGXULQJPHGLFDOFRQVXOWDWLRQVLVUHOHYDQW
KHUH+HXVHGHPSLULFDOHYLGHQFHWRVKRZWKDWSDWLHQWV³KDYHDYDULHW\RI
ways in which they make known to their SK\VLFLDQWKHLULQIRUPDWLRQDOQHHGV´
(p147-8).  He thus shows that the common-VHQVHFDWHJRU\µTXHVWLRQ¶IDLOVWR
encompass the subtlety of communication conduct.  Therapists in Sluijs et 
DO¶VVWXG\PD\KDYHHOLFLWHGSDWLHQW¶VGHPDQGVYLHZVDQGGHVLUHVWhrough 
other means than direct questions, but it seems their category system could 
QRWWDNHWKLVLQWRDFFRXQW7HQ+DYH¶VDQDO\VLVLOOXVWUDWHVWKHSUREOHPV
inherent in categorising behaviours in seemingly transparent and common-
sense ways.  
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2.2.3.6 Limitations of the interpretations and conclusions of 
research using the categorising, external variables approach 
Besides the methods of this approach, the findings of studies utilising it are 
also open to criticism, particularly in terms of their explanatory power and 
GHVFULSWLYHGHSWK)RUDQH[DPSOHZHWXUQDJDLQWR-RQHVHWDO¶VVWXG\
$VQRWHGDERYHWKHVWXG\K\SRWKHVLVHGWKDWWKHUDSLVWV¶DQGSDWLHQWV¶
culture and gender were systematically associated with communication 
behaviours of student therapists.  Statistically significant differences between 
Hong Kong Cantonese and Australian English-speaking students were found, 
including a significantly lower score for Cantonese students on all 
FRPPXQLFDWLRQFDWHJRULHVH[FHSWµSHUFHQWDJHRIVLOHQFH¶This begs the 
question: Is it simply that they did not perform the categorised behaviours, or 
did they do other things instead?  The external variables model cannot 
answer this question nor provide any detailed analysis of how Australian and 
Cantonese students differed.  The local production of meaning, and how and 
why this might differ between participants is left unexplored.  
 
Another example illustrating shortcomings in terms of both explanatory power 
DQGGHVFULSWLYHGHSWKDUH-HQVHQHWDO¶V studies.  They found 
WKDWPRUHH[SHULHQFHGWKHUDSLVWV¶FRPPXQLFDWLRQZLWKSDWLHQWVZDVµIOH[LEOH
G\QDPLFLQWHQVHDQGLQWHJUDWHG¶+RZHYHUILQGLQJVIDOOVKRUWRIWKHGHSWKRI
detail which would be needed were practitioners wishing to act upon them. 
  
Besides the conceptual of the model, and its failure to deliver practice-
relevant findings, it seems to lack explanatory power even on its own terms.  
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For instance, in the study by Sluijs et al. (1993b), a statistical model 
explaining variations between the WKHUDSLVWV¶EHKDYLRXULQHGXFDWLQJWKHLU
patients and their self-reported attitudes towards patient education was 
sought.  Many variables were entered into the statistical model.  Yet sixty 
SHUFHQWRIWKHYDULDWLRQEHWZHHQWKHUDSLVWV¶EHKDYLRXUUHPDLQHGXnexplained.  
They also report that quality of patient-therapist relationships across the 1837 
VHVVLRQVµYDULHGOLWWOH¶7KLVVHHPVKLJKO\XQOLNHO\,WPLJKWEHPRUHDFFXUDWH
to say that the measurement tool used was not sufficiently sensitive to 
discern differences. 
  
&RQFHUQVZLWKYDOLGLW\DOVRH[WHQGWRVRPHRIWKHFOLQLFDOµFRPPRQ-VHQVH¶
assumptions that inform interpretation of findings.  Jensen et al. (1992) 
assume that the greater proportion of physical contact noted amongst 
µPDVWHU¶DVRSSRVHGWRnovice clinicians is a positive feature of their 
interactions.  However other clinical experts (e.g. Carr and Shepherd, 1987) 
DUJXHWKDWWKHUDSLVWVVKRXOGµNHHSWKHLUKDQGVRII¶SDWLHQWVDVIDUDVSRVVLEOH
so as to encourage relearning of independent movement.  Likewise Sluijs et 
DOEFRXQWµDWWHQWLRQWRSDLQ¶DPRQJVWWKHSRVLWLYHLQGLFDWRUVRI
therapist patient relationship.  On the other hand, Moffett and Richardson 
VXJJHVWWKDWWRRPXFKDWWHQWLRQWRSDWLHQWV¶SDLQHQFRXUDJHV
µSDWKRORJLFDOSDLQEHKDYLRXU¶1HLWKHU-HQVHQQRU6OXLMVSD\FORVHDWWHQWLRQ
to the interactional effects and trajectories that are associated with increased 
tactile contact, or attention to pain.  These studies therefore lack the power to 
resolve questions about the effects of different patterns of conduct. 
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2.2.3.7 Summary  
We have argued that it is mistaken and over-simplistic to view conduct as 
VKDSHGDQGJRYHUQHGE\DVSHFWVRIH[WHUQDOFRQWH[WDQGSDUWLFLSDQWV¶
attributes.  Also that the associated tendency in research that adopts this 
view for researchers to impose their own interpretations, whilst leaving these 
unexplored in terms of empirical data is problematic.  As a result, research 
using this approach fails to attend carefully to the practices, orientations and 
perspectives of the people studied, and a lack of explanatory power and 
GHSWKRIILQGLQJV,QWUHDWLQJµHQFRGLQJ¶DQGµGHFRGLQJ¶DVGLVWLQFWDQG
VHSDUDWHSURFHVVHVDQGUHVHDUFKWRSLFVDQGVHSDUDWLQJGLIIHUHQWµFKDQQHOV¶
of communication, this type of research fails to address essential features of 
human communication, these being its multifaceted, but methodical and 
collaborative production and understanding. 
 
2.2.4 Findings of physiotherapy communication research drawing on this 
approach 
Most of the studies discussed so far have rather limited relevance to the 
current study, because of both the type of findings, e.g. correlations between 
communication and various external variables.  Also because of their topics: 
several studies concern student therapiVWV¶FRPPXQLFDWLRQHJ-RQHVHWDO
'LFNVRQDQG0D[ZHOODQGPRVWIRFXVHGVROHO\XSRQWKHUDSLVWV¶
communication (e.g. Adams et al., 1994; Sluijs et al., 1993a, b; Jones et al., 
1998).  Nevertheless, some findings are of relevance.  Some of these pertain 
to topics which we will consider within specific analytic chapters.  Two more 
general areas of findings are worth mentioning here. 
 40 
 
Unsurprisingly, variations have been found in communication conduct across 
different clinical settings, across WKHUDSLVWV¶DQGSDWLHQWV¶JHQGHUDQGFXOWXUH
and between individual therapists (e.g. Adams et al., 1994; Jones et al., 
1998; Sluijs et al., 1993a, b).  This variability has led researchers to call for 
LPSURYHGµVRFLDOVNLOOV¶WUDLQLQJIRUSK\VLRWKHUDSLVWV (e.g. Dockrell, 1988; Sluijs 
et al., 1993a, b; Jones et al., 1998).   
 
$QRWKHUUHOHYDQWDUHDRIILQGLQJVFRQFHUQ-HQVHQHWDO¶VVWXGLHV
of communication by experienced and less experienced therapists 
(mentioned above in Section 2.2.3.6).  The categories by which Jensen et al. 
investigated communication during treatments were derived from systematic 
analyses of field-notes and audio-recordings of clinical treatments (1990), 
DQGERWKWKHUDSLVWV¶DQGSDWLHQWV¶FRPPXQLFDWLRQZHUHFRQVLGHUHG,QWhe 
later study (1992), these categories were applied to observations and audio-
UHFRUGLQJVRIWUHDWPHQWVE\µPDVWHU¶DQGQRYLFHFOLQLFLDQVLQRUWKRSDHGLF
settings using a case-study approach.  Master clinicians were reported to 
have greater ability to control the clinical environment, handling and 
FRQWUROOLQJLQWHUUXSWLRQVµVPRRWKO\¶7KH\ZHUHDEOHWRPDLQWDLQLQWHQVH
focused verbal and non-verbal communication with patients.  They showed 
³G\QDPLFHOLFLWDWLRQDQGXVHRIGDWDWDLORUHGWRWKHSDWLHQW´S) deviating 
IURPVWDQGDUGDVVHVVPHQWIUDPHZRUNVWRSUREHGHHSHUDQGµOLVWHQLQWHQWO\¶
(p715).  This contrasted with less experienced therapists who tended to focus 
purely on eliciting information from patients which could validate or invalidate 
diagnoses.  These findings concur with those of Dockrell (1988) who noted 
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WKDWWKHVWXGHQWWKHUDSLVWVVKHREVHUYHGVHHPHG³LQWHQWRQSHUIHFWLQJ
WUHDWPHQWWHFKQLTXHV´SDQGNHHSLQJDFFXUDWHUHFRUGVDQGDVDUHVXOW
VRPHWLPHVIDLOHGWRUHVSRQGWRSDWLHQWV¶XWWHUDQFes and non-YHUEDOµVLJQDOV¶
:HDUJXHGDERYHWKDW-HQVHQ¶VILQGLQJVODFNWKHGHWDLOUHTXLUHGIRU
application to actual practice.  The current study aims to provide more 
GHWDLOHGGHVFULSWLRQVDQGH[SOLFDWLRQVRIWKHUDSLVWV¶VNLOOHGSUDFWLFHV 
  
2.3 Ethnographic and other approaches to physiotherapy 
communication research  
Alternative methodologies to the prevailing social psychology approach exist, 
and some of these have been applied to physiotherapy.  Some of the 
research reviewed above has ethnographic elements (Jensen et al., 1990, 
1992), and other ethnographies have been conducted.  However, most have 
concerned subject matter fairly remote from patient therapist interactions: 
Scully and Shepard (1983) and Jensen (1988) examine aspects of the 
delivery of physiotherapy training, and Smith (1996) focuses on the working 
culture of physiotherapy assistants.  Davis and Strong (1976) did consider 
patient therapist interactions, but their focus is on interactions with children, 
and so is also of limited relevance here.  Of more relevance are several 
papers published by a Norwegian physiotherapist and researcher, Thornquist 
(1994a,b, 1995, 1997) who used ethnographic methods to study 
physiotherapy sessions.  Although limited in its influence3, we will consider 
                                            
3. Currently, the most influential literature pertaining to physiotherapy communication seems 
be interview studies (e.g. Gyllensten et al., 1999), and commentaries and recommendations 
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ThorQTXLVW¶VZRUNKHUHEHFDXVHKHUVXEMHFWPDWWHULVIDLUO\FORVHO\UHODWHGWR
that of this thesis, and because she used observation of video-recordings as 
DPHWKRGRIDQDO\VLV7KRUQTXLVWH[SOLFLWO\UHMHFWVWKHµFRGHDQG
FRXQW¶PRGHORIUHVHDUFKDQGthe sender/receiver model of communication, 
however, her analytical approach differs considerably from the position that 
will be taken in this study.  The form of interpretation, reliance on a priori 
assumptions, and imputation of motives and meaning entailed in her 
analyses contrast with the methodological restrictions that 
ethnomethodological and conversation analytic approaches place on 
analyses.  The four papers by Thornquist that we discuss here all derive from 
the same dataset, which comprised video-recorded, observational, and 
interview data pertaining to first-time encounters between physiotherapists 
DQGSDWLHQWV)LYHµPDQXDO¶SK\VLRWKHUDSLVWV¶ILYHµSV\FKRPRWRU¶
physiotherapists and five domiciliary physiotherapists were each recorded 
once.  One paper (1994b) compares the groups of therapists; the others are 
case studies focusing on each group individually.   
 
2.3.1 &ULWLTXHRI7KRUQTXLVW¶VUHVHDUFK 
2.3.1.1 Approach to influences upon interaction conduct 
Although Thornquist suggests that encounterVDUH³FRFRQVWUXFWHGE\WKH
SDUWLFLSDQWV´VKHDOVRDUJXHVWKDWWKH\DUH³SUHIRUPHGE\VLWXDWLRQDODQG
LQVWLWXWLRQDOGHPDQGVDQGFLUFXPVWDQFHV´S$VDFRQVHTXHQFH
                                                                                                                           
only loosely based on empirical research (Moffett, 2000; Williams and Harrison, 1999) or on 
small-scale focus group interviews (CSP, 2000). 
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WKHLQIOXHQFHRIFHUWDLQIDFWRUVRQWKHSDUWLFLSDQWV¶FRQGXFWLVDVVXPHGUDWKer 
than induced from analysis of data.  For instance, in the case study of 
manual physiotherapists specialising in treating patients with orthopaedic 
problems (1994a), Thornquist seems implicitly to assume, rather than to 
uncover through data, that the content and direction of physiotherapy 
HQFRXQWHUVLVODUJHO\VXSSOLHGH[WHUQDOO\E\WKHUDSLVWV¶µELRPHGLFDO
UHGXFWLRQLVW¶SHUVSHFWLYHDQGSURIHVVLRQDOSRZHU7KXVOLNHWKHµH[WHUQDO
YDULDEOHV¶DSSURDFKWKLVDQDO\VLVLQYROYHVLQYRNLQJ³DUHDOPRIYDULDEOHV«WR
explain the specific character of practical activity within some particular 
occasion" (Heath, 1997, p186).  It assumes that a priori IDFWRUVµJRYHUQ¶
conduct.  As a result, attention is deflected away from the inherent details of 
the data.  
 
2.3.1.2 Approach to evaluation and interpretation of conduct 
In general, Thornquist takes an explicitly evaluative, indeed critical stance 
FRQFHUQLQJWKHWKHUDSLVWV¶FOLQLFDOFRPSHWHQFHVHHEHORZ$OVRVKH
imputes motives, attitudes and intentions to participants.  For instance the 
H[WUDFWVLQWKHGRPLFLOLDU\FDVHVWXG\LQFOXGHWDONE\WKHSDWLHQW¶VZLIH
ZKRLVGHVFULEHGDWRQHSRLQWDVµQRWOHDYLQJZHOOHQRXJKDORQH¶DQGKHUWDON
DVµFRQGHVFHQGLQJ¶7KDWLVWKHDQDO\VWPDNHVMXGJHPHQWVDQGHYDOXDWLRQV 
DERXWZKDWLVµUHDOO\¶JRLQJRQZKDWSHRSOHDUHµUHDOO\¶WKLQNLQJDQGPHDQLQJ
A particular problem with this sort of approach is that it is difficult to warrant 
the validity of that particular interpretation as opposed to any other, especially 
as the connection between the proposed meanings and the details of 
FRQGXFWLQWKHDFWXDOGDWDDUHIUHTXHQWO\JORVVHGRYHU,Q7KRUQTXLVW¶VZRUN
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as in other studies of rehabilitation (see Section 2.6), there is a tendency for 
the analyst to be judgmental and condHPQDWRU\SDUWLFXODUO\RISURIHVVLRQDOV¶
practice.  For instance, in one study (1994a), she argues that in certain 
UHVSHFWVWKHWKHUDSLVWVVKHVWXGLHG³FDQKDUGO\EHVDLGWRKDYHGLVSOD\HG
FOLQLFDOFRPSHWHQFH´S6XFKFULWLFDODSSURDFKHVDUHDUJXDEO\ 
counterproductive, and rarely constructive in providing clear or concrete 
guidance to professionals as to how interaction could be changed and 
improved.  
 
2.3.1.3 Relationship between data and analyses 
:HKDYHDOUHDG\VXJJHVWHGWKDW7KRUQTXLVW¶VDQDO\VHVmake considerable 
LQWHUSUHWLYHµMXPSV¶IURPGDWDWRFODLPVDERXWWKHUDSLVWV¶FRQGXFWDQGLQ
particular, to claims about their guiding orientations.  Further criticisms of the 
relations between the data and the claims she makes can be suggested.  
From an analysis of one or two encounters in the case studies (1994a, 1995, 
1997), substantial inferences are made about the reasoning and thinking 
XQGHUO\LQJSK\VLRWKHUDSLVWV¶FRQGXFWLQJHQHUDO$OWKRXJKLWLVLPSOLHGWKDW
the cases described illustrate features ³QRWXQFRPPRQ´WKURXJKRXWWKH
database (1994a, p701), no other reference to this larger body of data is 
made.  Thus, although claims are presented as generally relevant, warrant 
for such generalisability is lacking.  
 
2.3.1.4 Relative status of observational and interview data 
Thornquist conducted interviews with the therapists following the video-
recorded patient assessments.  She explains that in interviews, she aimed to 
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get at the intentions, reasoning, and ways of thinking that motivated their 
conduct (1994a, 1995).  She states that: "One general problem regarding 
observation is that one cannot know what the parties involved think, perceive 
or intend to do.  One has to draw conclusions from their actions ... In the 
interview following the encounter, I therefore intentionally tried to find out the 
therapist's intentions and reasons for his practices" (1995, p190).  
 
The underlying notion that interviewees provide unproblematic reports of 
events and directly reveal social meanings is problematic on several counts 
+HULWDJH0XUSK\HWDO,WUHOLHVRQµPHDQLQJHTXLYDOHQFH¶- 
that the utterances of respondents and interviewer refer to the same things 
and are mutually understood.  It also neglects the way that selective 
processes inevitably influence collection and analysis of interview accounts - 
an interviewer must select her questions and choose which responses to 
treat as relevant.  Perhaps even more importantly, it is well recognised that 
UHSRUWVRQO\µORRVHO\¶ILWWKHFLUFXPVWDQFHVWKH\GHSLct (Heritage, 1984).  
7UDGLWLRQDODSSURDFKHVIUHTXHQWO\H[SODLQWKLVµORRVHQHVV¶DVDULVLQJIURP
LQWHUYLHZHHV¶VKRUWFRPLQJVIRULQVWDQFHµO\LQJ¶RUµIRUJHWWLQJ¶$QDOWHUQDWLYH
view is that verbal accounts and reports are situated and contingent (Murphy 
et al., 1998) and hence that interviews cannot constitute some form of 
external and independent commentary on events.  Accounts and reports 
perform actions such as defending, justifying and explaining conduct, and for 
this reason the relationship between what people say, what they do, and 
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what they believe is an indirect one4)XUWKHUPRUHSUDFWLWLRQHUV¶VWDWHPHQWV
³URXWLQHO\JORVVRYHURUFRQFHDOWKHSUDFWLFDOZRUOG´LQYROYHGLQDFFRPSOLVKLQJ
RFFXSDWLRQDOJRDOV+HULWDJHS7KXVWKHUDSLVWV¶DQGSDWLHQWV¶
accounts cannot then be expected to provide comprehensive reports about 
their complex practices during physiotherapy. 
 
2.3.2 5HOHYDQWLQVLJKWVDQGFRQFOXVLRQVIURP7KRUQTXLVW¶VZRUN 
:HKDYHDUJXHGWKDW7KRUQTXLVW¶Va priori assumptions and evaluative 
position lead to interpretations that are insufficiently substantiated by careful 
examination of the endogenous orientations of physiotherapists and patients.  
Therefore these analyses and findings should be treated with caution.  
However, in comparison to most other research into physiotherapy 
FRPPXQLFDWLRQ7KRUQTXLVW¶VDQDO\VHVDUHYHU\GHWDLOHGDQGLQIRUPHGE\
wider theoretical influences.  Also, although her empirical data do not appear 
to have been analysed at the systematic level of detail typical in conversation 
analytic studies, efforts are made to consider the relationship of bodily 
FRQGXFWDQGWDONDQGWRFRQVLGHUSDWLHQWV¶SDUWLQWKHFROODERUDWLYHSURGXFWLRQ
of the interactions.  Therefore aspects of her findings have relevance to the 
current study. 
 
                                            
4. These criticisms of the status of accounts and self-reports also apply to self-completed 
questiRQQDLUHUHVSRQVHVRIWKHVRUWXVHGE\6OXLMVHWDODEWRPHDVXUHWKHUDSLVWV¶
attitudes. 
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The comparative analysis between therapists working in different settings 
(1994b) found marked divergence in terms of content, manner of 
communication and therapeutic strategies adopted by therapists following the 
different therapeutic approaches.  This echoes findings of other observational 
studies of physiotherapy communication (Section 2.2.4).  The implication for 
this current study is that we must appreciate that even where recurrent and 
pervasive patterns of conduct are found, these might be particular to the 
circumstances of the setting, therapists, and patients involved, and that 
variations in other settings are likely.  There will therefore be an emphasis on 
reasoned argument to support any claims concerning features proposed as 
generic to physiotherapy interactions, and an awareness that future research 
would need to verify such claims (see Chapter 7, Section 7.4). 
 
In the study which considered therapists assessing patients with 
musculoskeletal problems (1994a), and to a lesser degree the study of a 
home visit to a stroke patient and his wife (1997), Thornquist claims that 
WKHUDSLVWVRSHUDWHDQGFRPPXQLFDWHZLWKWZRVHSDUDWHDQGµXQLQWHJUDWHG
ZRUOGVRINQRZOHGJH¶WKHWKHUDSHXWLFWHFKQLFDODQGSK\VLFDODQGWKH
subjective and personal.  She argued that therapists examined and talked 
DERXWWKHERG\DQGSHUVRQ³DVPXWXDOO\QRQ-related, while therapists in their 
general communication unknowingly relate to their patients as embodied 
subjects." (1994a, p711).  Thus she asserts that therapists fail to attend 
sufficiently, and in a sufficiently integrated manner, to the social and 
SV\FKRORJLFDOHOHPHQWVRISDWLHQW¶VFRQFHUQVDERXWWKHLUFRQGLWLRQ
Furthermore, echoing other critics of physiotherapy discussed above, she 
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argues that therapists prevented patients from presenting their own version 
of their complaints.   
 
A main focus of the analysis of a home visit to a stroke patient and his wife 
FRQFHUQHGWKHHIIHFWRIWKHZLIH¶VSUHVHQFHRQWKHSDWWHUQRI
interaction, which is not highly relevant to the current study which 
concentrates on one-to-one patient therapist interactions.  However, 
Thornquist also describes how the physiotherapist controlled the sequence 
and structure of the encounter.  With a somewhat different view to her earlier 
VWXGLHVVKHDUJXHVWKDWWKLVGLGQRWUHSUHVHQWµGRPLQDWLRQ¶EXWµSURIHVVLRQDO
FRQWURO¶- ³DQHVVHQWLDORUJDQLVLQJIHDWXUHRIHQFRXQWHUVLQRUGHUWRJHWWKHMRE
GRQH´S6KHDOVRDUJXHVWKDWZKHQLQWHUDFWLRQLVDQDO\VHGFOLQLFDO
tasks can be sHHQWREH³HPEHGGHGLQVRFLDOSURFHVVHV´S%RWKWKHVH
arguments seem more aligned to an ethnomethodological perspective than 
those underlying her earlier analyses, and seem to indicate an alternative 
view to that which proposed therapists separate clinical and social elements 
of communication.  
 
In the current study we will take a close and detailed look at the different 
levels and forms of participation and interactional contributions by therapists 
and patients, and will consider whether the patterns described by Thornquist 
and others are apparent in our data. 
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2.4 Conclusions of this critical review of previous studies of 
physiotherapy communication  
If communication is to be better understood, and practice-relevant findings 
generated, this needs a methodology that can capture the complex, 
multifaceted, collaborative, local production of interaction, and can explore it 
in the terms of the participants themselves rather than imposing interpretation 
DQGMXGJHPHQWIURPRXWVLGHRUµDERYH¶7KHDSSURDFKHs of 
ethnomethodology and conversation analysis (hereafter, CA) offer just such 
an alternative, and will be described in the next chapter.  However, before 
this, we will spend a short time describing the nature of stroke and 
rehabilitation, and summarising guidance on communication that has been 
contained within stroke physiotherapy texts.  
 
2.5 Nature and effects of stroke 
A stroke is a neurological deficit of sudden onset caused by disturbance of 
blood supply to a section of the brain.  It results in loss of function of that part 
of the brain resulting in death or varying degrees of disability (DOH, 2001; 
Effective Health Care, 1992).  Stroke is the commonest cause of adult 
GLVDELOLW\LQ%ULWDLQZLWKD³VXEVWDQWLDOSURSRUWLRQRIKHDOWKDQGVRFLDOFDUH
resRXUFHV«GHYRWHGWRWKHLPPHGLDWHDQGFRQWLQXLQJFDUHRISHRSOHZKR
KDYHKDGDVWURNH´'2+S 
 
Disabilities caused by stroke result from loss or impairment of use of limbs 
(usually on one side of the body), disturbances in balance ability, visual 
difficulties, speech difficulties, and/or decline in cognitive functions (Bamford, 
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1991; Effective Health Care, 1992).  Patients describe a perceived loss of 
ERGLO\FRQWURODQGLQWHJUDWLRQRIERG\DQGVHOI7KHERG\IHHOV³XQZLOOLQJ´
(Brodal, 1973) and movement becomes highly effortful rather than automatic 
(Brodal, 1973; Doolittle, 1992; Jongbloed, 1994).  Personality, social 
relationships and participation, and sense of self are all frequently altered by 
stroke (Kaufman, 1988a; Jongbloed, 1994; Cox et al., 1998).  
 
2.6 Overview of stroke rehabilitation 
There is strong evidence of better survival and recovery of function in stroke 
patients who have been admitted to a hospital-based stroke unit, and treated 
by a co-ordinated team of professionals including rehabilitation therapists, 
and (UK) National Health Service policy stipulates that stroke should be 
managed in this way (Intercollegiate Working Party for Stroke, 2000).  There 
are many definitions and descriptions of stroke rehabilitation (e.g. World 
Health Organisation, 1989; Effective Health Care, 1992; Wade, 1994).  
:DGH¶VFRPSUHKHQVLYHVXPPDU\SURSRVHVWKDWUHKDELOLWDWLRQLVD
problem-VROYLQJHGXFDWLRQDOSURFHVVWKDWDLPVWRPLQLPLVHWKHSDWLHQW¶V
handicap and distress, and to minimise the stress and distress suffered by 
WKHSDWLHQW¶VLQWLPDWHV+HQRWHVWKDWWKHVHHIIRUWVWRPLQLPLVHLPSDFWDUH
FRQVWUDLQHGE\WKHOLPLWVRIWKHSDWLHQW¶VSDWKRORJ\DQGWKHLUHQYLURQPHQW
Rehabilitation includes both physical and psychological therapies and 
support, and the need for patient (and carer) involvement in the process is 
often emphasised. 
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There have been several sociological studies of stroke rehabilitation (e.g. 
Pound et al, 1994a, Gold, 1983; Kaufman and Becker, 1986; Kaufman, 
1988a; Jongbloed, 1994) many of which express criticisms of how it is 
conducted.  These are similar to the criticisms that have been levelled at 
SK\VLRWKHUDSLVWVVXJJHVWLQJWKDWUHKDELOLWDWLRQLVGRPLQDWHGE\DµPHGLFDO
HPSKDVLV¶RQSK\VLFDOUDWKHUWKDQVRFLDODQGSV\FKRORJLcal aspects of 
SDWLHQWV¶SUREOHPV+LOO)RUVWHUDQG<RXQJ3RXQGHWDOE
It has been argued that this emphasis results in a large number of patients 
failing to return to anything near their pre-stroke levels of social participation 
and lifestyle, even for those who make a good physical recovery (Forster and 
Young, 1992; Lewinter and Mikkelsen, 1995a; Tyson, 1995).  This medical 
HPSKDVLVKDVEHHQVDLGWRFRQVWUDLQSDWLHQWV¶DFWLYHLQYROYHPHQWLQ
rehabilitation (Hill, 1978; Venesy, 1994).  Part of the medical emphasis is 
said to entail an assumption that the primary and over-arching goal of 
rehabilitation should be functional independence, i.e. the ability to carry out 
the various physical tasks of daily life without assistance.  Critics assert that 
this goal is often imposed upon patients, rather than wished for by them 
(Gold, 1983; Kaufman and Becker, 1986; Kaufman, 1988a; Jongbloed, 
1994).  
2.7 Physiotherapy for stroke 
Physiotherapy is widely recognised as a major component of formal stroke 
rehabilitation services (World Health Organisation, 1989; Effective Health 
Care, 1992; Ashburn et al., 1993; Wade, 1994), and treatment of stroke 
patients is a sizeable physiotherapy specialism (Ashburn et al., 1993; 
Lennon, 1996).  The recent national µ&OLQLFDO*XLGHOLQHVIRU6WURNH¶SXEOLVKHG
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E\WKH5R\DO&ROOHJHRI3K\VLFLDQVVWDWHWKDWSK\VLRWKHUDSLVWV³VKRXOGFR-
RUGLQDWHWKHUDS\WRLPSURYHPRYHPHQWSHUIRUPDQFHRISDWLHQWVZLWKVWURNH´
(Intercollegiate Working Party for Stroke, 2000, p50).   
 
The uOWLPDWHJRDORIVWURNHSK\VLRWKHUDS\KDVEHHQGHVFULEHGDV³WKH
UHGXFWLRQRIWKHSK\VLFDOFRQWULEXWLRQVWRWKHSDWLHQW¶VGLVDELOLW\´'XQFDQ
S,WVSDUWLFXODUFRQFHUQLVZLWKSDWLHQWV¶PRWRUFRQWURODQGWKHLU
musculoskeletal system (Ashburn et al., 1993; Beeston and Simons, 1996; 
Watson, 1999).  The process of stroke physiotherapy includes identifying 
deviations from normal movement and posture, and applying various 
therapeutic strategies aiming to reduce such deviations.  These strategies 
incluGHSK\VLFDOJXLGDQFHRISDWLHQWV¶PRYHPHQWVYHUEDOLQVWUXFWLRQDQG
education of carers, goal-setting, and general emotional support (Effective 
Health Care, 1992; Beeston and Simons, 1996).  
 
2.7.1 Stroke Physiotherapy Approaches 
A variety of distinct approaches to physiotherapy treatment for stroke patients 
exist (Rudd and Robinson, 1996).  Most aim at restoration of movement 
towards normality, but each employs different strategies to achieve this.  The 
PRVWSUHYDOHQW%ULWLVKDSSURDFKLVFDOOHGWKHµ%REDWK¶RUQHXURIDFLOLWDWRU\
approach (Lennon, 1996; Sackley and Lincoln, 1996), which emphases the 
UHVWRUDWLRQRIQRUPDOSDWWHUQVRIPRYHPHQWDQGWKHUDSLVWV¶VNLOOHGSK\VLFDO
manipulations and guidance of the patient (Davies, 1985; Bobath, 1990; 
Lennon, 1996).  
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An alternative approach which also has some influence on current British 
SUDFWLFH/HQQRQ6DFNOH\DQG/LQFROQLVWKHµPRYHPHQW-
VFLHQFH¶DSSURDFK&DUUDQG6KHSKHUG7KLVDSSURDFKFODLPV
to be based on theoretical and scientific principles deriving from experimental 
research findings (Shepherd and Carr, 1994).  As in Bobath, the analysis and 
correction of deviations from normal movement are central.  However, 
manual guidance or handling is generally discouraged.  There is a strong 
HPSKDVLVRQSUDFWLVLQJIXQFWLRQDOWDVNVDQGRQWKHWKHUDSLVWV¶VNLOOLQ
GHVLJQLQJWKHHQYLURQPHQWVRDVWRHQDEOHWKHSDWLHQW¶VFRUUHFWPRYHPHQWV 
 
Quantitative research comparisons of various approaches have been 
performed.  All but one study (Langhammer and Stanghelle, 2000) which 
found some benefits of the movement-science approach, have found no 
evidence for the superiority of any one approach (Effective Health Care, 
1992; Ashburn et al., 1993; Intercollegiate Working Party for Stroke, 2000).  
Furthermore, on the whole, quantitative research on stroke physiotherapy 
KDV\LHOGHGZKDWKDVEHHQGHVFULEHGDVµPRGHUDWH¶RUHTXLYRFDOHYLGHQFHRI
its effectiveness (Ashburn et al., 1993; Jeffrey and Good, 1995; Rudd and 
Robinson, 1996).  A frequent criticism of these quantitative comparative 
studies is that descriptions of the actual content of treatments have been very 
limited in detail (Ashburn et al., 1993; Rudd and Robinson, 1996; de Souza, 
1998; Medical Research Council (MRC), 1998).  This has led to calls for 
systematic investigations and explanations of what it is that therapists 
actually do, and for development of clear definitions and descriptions of 
practice (Ashburn et al., 1993; Wolfe et al., 1996; de Souza, 1998; MRC, 
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1998).  It is argued that this information will facilitate the design and conduct 
of more fruitful studies of specific skills. 
 
2.7.2 Attention to communication in stroke physiotherapy approaches 
Although communication and the patient therapist relationship is 
acknowledged in textbRRNVDVFHQWUDOWRWKHUDS\¶VHIIHFWLYHQHVV&DUUDQG
Shepherd, 1987; Bobath, 1990), the vast proportion of texts and training 
courses is taken up with identification of movement abnormalities and 
therapeutic strategies to restore normality.  Stroke and neurophysiotherapy 
texts generally confine their consideration of communication to a limited 
range of specific elements.  In Bobath, touching the patient (referred to as 
µKDQGOLQJ¶RUµJXLGDQFH¶LVHPSKDVLVHG7KURXJKWRXFKWKHWKHUDSLVW
assesses qualities RISDWLHQWV¶PXVFOHVDQGPRYHPHQWV7KURXJKKDQGOLQJ
the therapist re-educates movement, giving the patient the sensation of 
normal movements, facilitating normality and inhibiting abnormal movements 
(Davies, 1985; Ryerson and Levit, 1997).  Carr and ShHSKHUG¶VPRYHPHQW
science text (1987) notes the importance of clear, succinct explanations of 
exercises through speech and demonstration, and provision of accurate 
verbal feedback.  There is less emphasis on touch.  They indicate that verbal 
feedback should be brief, and provide patients with knowledge of their 
performance and the success or otherwise of their efforts.  Davies (1985), 
whose approach closely follows Bobath, discourages talking to stroke 
SDWLHQWVGXULQJJXLGHGDFWLYLWLHV³:KHQJXLGLQJWKHSDtient the therapist does 
not give him verbal instructions or feedback.  Her voice would distract him 
IURPWKHDFWLYLW\´SRUPDNHKLPGHSHQGHQWRQWKHWKHUDSLVW¶VLQVWUXFWLRQV
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Other Bobath-influenced texts do not so explicitly proscribe verbal 
communication, but often imply that at the stage when patients are being 
offered manual guidance to re-educate movements, verbal communication 
should be minimised, at least during performance of movements (Bobath, 
1990; Lynch and Grisogono, 1991; Ryerson and Levit, 1997). 
 
In summary, physiotherapy texts tend to emphasise technical rather than 
communicative, interpersonal skills.  There is some attention to 
communication in neurophysiotherapy texts, but this is limited and specific.  
The most prevalent British approach to physiotherapy for stroke patients 
SD\VFRQVLGHUDEOHDWWHQWLRQWRWRXFKLQJRUµKDQGOLQJ¶EXWWKHIRFXVLVRQ
touch as a therapeutic technique rather than as an interactional resource.  
Little attention is paid to other aspects of communication, although praise and 
encouragement are regarded as important (Lynch and Grisogono, 1991).  
Movement science based approaches are also influential on British practice, 
and pay more specific attention to verbal and non-verbal communication, 
though within fairly narrow technical confines of instruction and feedback.  
Across approaches, verbal communication tends to be specifically 
discouraged during movements that are being physically guided by the 
WKHUDSLVWLWLVDUJXHGWKDWWKLVZRXOGµGLVWUDFW¶WKHSDWLHQW 
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2.8 Features of stroke physiotherapy within inpatient rehabilitation 
that make it a valuable setting for studying physiotherapy 
communication 
As explained, stroke is a common disabling condition for which patients 
regularly receive physiotherapy, often in KRVSLWDOµVWURNHXQLW¶VHWWLQJV7KXV
the setting studied is one in which physiotherapy commonly takes place.  We 
DOVRQRWHGWKDWVRPHZKDWHTXLYRFDODQGµPRGHUDWH¶ILQGLQJVRIVWURNH
SK\VLRWKHUDS\¶VHIIHFWLYHQHVVLQTXDQWLWDWLYHVWXGLHVKDYHOHGWRFDOOVfor 
more detailed descriptions of treatment processes.  This setting has parallels 
with many others in which physiotherapy is performed.  These include the 
considerable use of both talk and touch in stroke physiotherapy, and other 
patient and therapy-related factors.  These patients are fairly recently 
disabled, and in a period of having to adjust to disabilities.  They have 
impairments of movement which make mundane aspects of daily life (e.g. 
walking and dressing) difficult.  As in many physiotherapy settLQJVWKHUDSLVWV¶
ZRUNKHUHLQFOXGHVDVVHVVLQJDQGFRUUHFWLQJSDWLHQWV¶LPSDLUPHQWVRI
movement and teaching patients about movements.  However, we should 
QRWHWKDWLQRWKHUSK\VLRWKHUDS\VHWWLQJVSDWLHQWV¶V\PSWRPVRISDLQDQG
WKHUDSLVWV¶PDQDJHPHQWRIWhese form a more central and common feature of 
treatments.  Further features that make this a valuable setting for studying 
interactions are that patients admitted to stroke rehabilitation wards have a 
range of forms and severity of disability, also, because this rehabilitation 
usually lasts some weeks, patients present in this setting have a range of 
amounts of experience of physiotherapy.  In addition, physiotherapy 
treatment sessions in stroke rehabilitation are relatively lengthy (usually at 
 57 
least 30 minutes long), and include a variety of therapeutic activities.  Thus, 
numerous aspects of the stroke rehabilitation setting make it one that is likely 
to be a fruitful one for studying physiotherapy interactions, and that will be 
likely to include a range of circumstances and interactional activities that 
commonly occur across many physiotherapy settings. 
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2.9 Conclusions 
This review has encompassed a range of literature on communication in 
physiotherapy and in stroke rehabilitation.  We have considered published 
commentaries, clinical texts, and recommendations for good practice, and 
also ethnographic studies, qualitative interview studies, and quantitative 
studies which categorise communication conduct and measure external and 
SV\FKRORJLFDOYDULDEOHV¶LQIOuence upon it.  We noted that the latter approach 
seems to have been most frequently utilised in previous studies of 
communication in physiotherapy.  We detailed many limitations of this 
method, and argued that as a consequence, findings from such research are 
simplified to such a degree that they fail to address important conceptual and 
practical issues, and hence their applications are limited. 
 
The ethnographic studies of physiotherapy communication we reviewed also 
have limitations.  Two studies that foFXVHGRQH[SHULHQFHGWKHUDSLVWV¶
communication identified forms of conduct that differed from that of novices.  
However, the descriptions of this skilled conduct were not of sufficient depth 
to provide therapists with the sort of information they would need were they 
to acquire and implement these skills.  Another body of ethnographic 
research (by Thornquist) focused on detailed description of communication 
practices of relatively experienced practitioners and of patients during 
recorded therapeutic interactions.  However, we argued that findings were 
overly interpretive and evaluative, and that some claims were not properly 
grounded in the data.  As in some other studies, the critical approach 
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adopted assumed a priori that professionals dominated, and patients were 
SDVVLYHVXFKWKDWWKHUDSLVWVFRQVWUDLQHGSDWLHQWV¶H[SUHVVLRQRIWKHLUYLHZV 
 
Running through most of the literature are several criticisms of both 
rehabilitation and physiotherapy.  It has been argued that physical aspects of 
recovery are overl\DWWHQGHGWRDWWKHH[SHQVHRIGHDOLQJZLWKSDWLHQWV¶VRFLDO
DQGSV\FKRORJLFDOQHHGVDQGDWWKHH[SHQVHRISDWLHQWV¶VHOI-determination.  
In physiotherapy this emphasis is said to involve a failure to appropriately 
balance and integrate attention to patients as bodies and as subjects. It has 
DOVREHHQVXJJHVWHGWKDWWKHYDOXHSK\VLRWKHUDSLVWVSODFHXSRQµQRUPDOLW\¶
means that the goal of return towards normality and physical independence 
is imposed on patients, and the wider context of their disabilities ignored.  We 
remarked that this critical literature often draws upon, and is generated from, 
a particular perspective on professional patient relations.  This perspective 
views professionals as oppressive and dominant with the result that patients 
are passive, under-informed, and are not allowed to be involved and active in 
their own treatment nor encouraged to express their own views.  We noted 
that this perspective has been challenged by investigations that have paid 
close attention to the dynamics of interactions, but have delayed further 
discussion of this research until subsequent chapters. 
 
Previous literature has identified various difficulties and challenges that arise 
in physiotherapist stroke patient communication.  These include differences 
in perspectives on and expectations of treatment, a reported tendency of 
patients to become highly dependent on therapy, and hence a difficulty in 
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UHDOLVLQJWKHJRDORISDWLHQWV¶LQGHSHQGHQFH2WKHUGLIILFXOWLHVLQFOXGH
SUREOHPVWKDWDULVHZKHQSDWLHQWV¶FRPPXQication is limited due to language 
or cognitive impairments. 
  
Despite the various criticisms and problems, communication is regarded as a 
key component of physiotherapy, and several commentators have noted both 
VLJQLILFDQWEHQHILWVRIµJRRG¶FRPPXQLFDWLRQ and drawbacks of poor 
communication.  However, research into the topic is sparse, and, we argued, 
of poor quality.  Because of the limitations of current research into 
physiotherapy communication, its small volume, and its disparate topical foci, 
there are few findings that are especially relevant and informative for the 
current study.  However, we did note that many studies have found variations 
in conduct between therapists and between different settings and medical 
conditions, thus we must not blindly assume that practices seen in our data 
will necessarily be found in other areas of physiotherapy practice.  Another 
area of findings which we will reflect upon during analysis are those that 
FODLPWKHUDSLVWVGRPLQDWHSDVVLYHSDWLHQWVDQGWKDWWKH\µVHSDUDWH¶WKH
person and the body of patients, so failing to integrate therapeutic and social 
communication with them.  
 
One area of literature that is particularly relevant to the current study 
concerns recommendations for good communication practice.  These are 
highly relevant because a key element of our analysis concerns the relations 
between actual practice and that suggested by professional 
recommendations.  These recommendations stress active patient 
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involvement in treatment, the importance of providing patients with relevant 
information, and of motivating patients.  They suggest that patients should be 
treated as equals and as experts in their own right.  In addition, specific 
recommendations derived from neurophysiotherapy texts recommend that 
talk with patients during treatment activities should be limited so as to avoid 
distracting them. 
 
We can conclude from this review that communication is recognised as a 
vital component and a core competence of physiotherapy, but has been 
under-attended to by research and by texts on practice.  Where research has 
been conducted, the methods used have considerable deficiencies.  
1HYHUWKHOHVVLQWKHFXUUHQWSROLF\FOLPDWHZKLFKHPSKDVLVHVSDWLHQWV¶DFWLYH
involvement in healthcare, and partnership and equality in their relationships 
with professionals, recommendations for good practice in physiotherapy 
emphasise communication, and include fairly extensive guidance to 
physiotherapists about it.  However, perhaps because of the dearth of 
research on physiotherapy communication, these recommendations have 
little grounding in empirical studies.  We have implied in this chapter and the 
previous one that elements of this guidance may be problematic because 
they are not based upon detailed understanding of the process and 
contiQJHQFLHVRIµUHDOOLIH¶SK\VLRWKHUDSLVWSDWLHQWFRPPXQLFDWLRQ:HZRXOG
also argue that since so little is understood about communication in 
physiotherapy, this makes for difficulties in both training and ongoing 
improvements in practice.   
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The current study aims to develop detailed descriptions and explications of 
SK\VLRWKHUDSLVWV¶DQGVWURNHSDWLHQWV¶FRPPXQLFDWLRQSUDFWLFHVWKURXJK
application of an ethnomethodological conversation analytic methodology.  
Analytic claims will be grounded in orientations of participants that are 
apparent through repeated inspection of the recorded data.  Before 
presenting these analyses, we will describe in detail the methodology and 
methods applied in the current study. 
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CHAPTER THREE  
METHODOLOGY AND METHODS 
3.1 Introduction 
This chapter describes the methodological approach adopted in this study ± 
ethnomethodology and conversation analysis (CA) - DQGWKHVWXG\¶VGHVLJQ
and methods.  We will outline central notions and concepts of 
ethnomethodology and CA to provide a general backdrop for the study, and 
to introduce elements that are especially relevant to the interactional topics 
on which this thesis focuses.  We will explain how and why this approach 
potentially overcomes shortcomings apparent in other research methods that 
have been applied to physiotherapy communication (see previous chapter).  
Additionally, we will explain why this approach is particularly relevant and 
appropriate for researching physiotherapy interactions, and argue that its 
potential for productive findings is considerable. 
 
The chapter is structured as follows.  First, we summarise the main problems 
and deficiencies of alternative research methods which we highlighted in the 
previous chapter.  As we do so, we will introduce ways in which 
ethnomethodology and CA overcome these.  Next we describe 
ethnomethodology, the broad intellectual framework upon which CA is 
founded, and explain ethnomethodological understandings of human 
conduct.  We go on to describe the methodological principles and 
fundamental assumptions and aims of CA research.  We will then consider 
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how institutional interaction is understood and studied within 
ethnomethodology and CA.  Later in the chapter, we describe the methods of 
this particular study. 
 
3.2 An introduction to how ethnomethodology and CA overcome 
problems of other research approaches 
Various criticisms of other research approaches were discussed in the 
previous chapter, these can be summarised within two main themes.  First, 
those arising as a consequence of the assumption that communication 
conduct is governed by sets of pre-H[LVWLQJIDFWRUVµH[WHUQDOYDULDEOHV¶DQG
internal properties and cognitions.  Second, those arising as a consequence 
RIGHVFULELQJLQWHUDFWDQWV¶DFWLYLWLHVDFFRUGLQJWRWHUPVLPSRVHGE\WKH
researcher(s). 
  
Much previous research into physiotherapy communication has viewed 
communication conduct as determined by external variables (e.g. gender, 
QXPEHURI\HDUVRIH[SHULHQFHDVDSUDFWLWLRQHUDQGRUE\µLQWHUQDO¶IDFWRUV
(e.g. attitudes) that are assumed to be stable and consistently held.  This 
view arises from schools of thought within social psychology, and also from 
certain notions within sociology, particularly Parsonian analyses of social 
conduct (see Section 3.3).  The problems that arise from this approach 
include: 
 Trivialising the role of human reasoning and agency ± SHRSOH¶VFRQGXFWLV
seen as determined by other factors  
 65 
 3UHPDWXUHLPSRVLWLRQRIDQDO\VWV¶GHFLVLRQVDVWRWKHH[WHUQDOYDULDEOHV
and categories of communication conduct that are considered relevant 
and meaningful 
 A tendency to (artificially) separate conduct into individual elements and 
treat these in isolation, e.g. investigating therapist and patient conduct 
VHSDUDWHO\VRPHWLPHVRQO\FRQVLGHULQJRQHSDUW\¶VDFWLRQVDQGDOVR
sHSDUDWLQJWDONDQGERG\PRYHPHQWµFKDQQHOV¶7KXVIDLOLQJWRH[DPLQH
the relationship and collaboration between participants and between 
µFKDQQHOV¶ 
 We have argued that as a consequence of the above, attention is 
deflected away from details of the data, and analysis fails to adequately 
VHHGHVFULEHDQGXQGHUVWDQGSDUWLFLSDQWV¶DFWXDOFRQGXFWZLWKLQWKH
interactions studied.  As a result, findings are insufficiently detailed to be 
practice-relevant and applicable 
 
Ethnomethodology and CA offer a very different conception of how conduct 
comes to be organised and understandings shared between people.  
Meanings and context (social situations) are seen as locally accomplished 
rather than governed by variables external to the interactional situation.  Also, 
interaction is understood as inherently collaborative: those present constantly 
participating in, and constituting interaction and meaning whether speaking or 
not.  Their methods offer a means of investigating both talk and body 
movement, which are viewed as functioning together and closely related.  
They avoid categorising actions and their functions simplistically or 
prematurely. 
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Moving to the other main theme, we argued that much previous research 
entails an over-simplified conception of description, failing to recognise that 
description is inevitably selective and involves interpretation of what is 
important and relevant.  Associated with this inherent selection and 
LQWHUSUHWDWLRQLVDWHQGHQF\WRSULYLOHJHWKHDQDO\VW¶VLQWHUSUHWDWLRQRIZKDWLV
relevant, VDOLHQWDQGRIµZKDWLVUHDOO\JRLQJRQ¶7KLVSHUVSHFWLYHLQZKLFK
social scientists are seen as uniquely capable of seeing through SHRSOH¶V
claims and activities and thus grasping what is really going on, has been a 
prevalent one within sociology (Silverman, 1997).  As a result, findings are 
not rigorously, empirically grounded, data are prematurely interpreted, and 
there is a lack of procedures for warranting whether interpretations made are 
more valid than other possible interpretations.  Often associated with this 
viewpoint is an evaluative and sometimes rather condemnatory approach 
HVSHFLDOO\RISURIHVVLRQDOV¶FRQGXFW 
  
(WKQRPHWKRGRORJ\DQG&$VHHSHRSOH¶VDFWLRQVDVDFFRPSOLVKPHQWVDQGDV
methodical strategies for solving the various challenges inherent to human 
interactions.  The emphasis is upon close consideration of the features, 
SUHFHGLQJDFWLRQVDQGLQWHUDFWLRQDOFRQVHTXHQFHVRISHRSOH¶VSDWWHUQVRI
conduct.  This approach seeks to privilege the orientations and 
interpretations of the interactants themselves, and provides principled 
methods for doing so.  Descriptions and interpretations can then be 
warranted on the basis of their observable relevance to participants 
WKHPVHOYHV$QDO\VWVDYRLGHYDOXDWLQJSHRSOH¶VFRQGXFWLQVWHDGWKH\ORRk 
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for the logic of their activities (Silverman, 1997).  This is part of the wider 
PHWKRGRORJLFDOFRQVWUDLQWRIµHWKQRPHWKRGRORJLFDOLQGLIIHUHQFH¶ZKHUHLQWKH
analyst refrains from making judgements which have the effect of endorsing 
RUXQGHUPLQLQJSHRSOH¶V conduct (Heritage, 1987).  This is an especially 
useful stance for research in medical settings in which so much research into 
interactions has been highly critical (e.g. Stevenson et al., 2000, Thornquist 
1994a).  This alternative approach would seem far more likely to produce 
constructive findings because it emphasises informing, rather than 
condemning, practice. 
 
We will now elaborate upon ethnomethodology and CA, exploring how and 
why they offer a particularly useful and appropriate approach to studying 
interactions in general, and physiotherapy interactions in particular. 
 
3.3 Ethnomethodology 
The term ethnomethodology was coined by its founder, Harold Garfinkel.  It 
UHIHUVWRWKHVWXG\RI³WKHERG\RIFRPPRQ-sense knowledge and the range 
of procedures and considerations by means of which the ordinary members 
of society make sense of, find their way about in, and act on the 
FLUFXPVWDQFHVLQZKLFKWKH\ILQGWKHPVHOYHV´+HULWDJHS7KXVLW
LQYHVWLJDWHVWKH³HOHPHQWDU\SURSHUWLHVRISUDFWLFDOUeasoning and practical 
DFWLRQV´DQGKRZSHRSOH³UHFRJQL]HSURGXFHDQGUHSURGXFHVRFLDODFWLRQV
DQGVRFLDOVWUXFWXUHV´+HULWDJHS-6).  It is a broad and complex 
field of understanding ± concerning itself with explaining, understanding and 
detailing how people conduct themselves in social situations, and how 
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VKDUHGXQGHUVWDQGLQJVRIRQHDQRWKHU¶VDFWLRQVDUHHVWDEOLVKHGDQG
maintained so that actions are mutually intelligible.  Ethnomethodology 
recognises that central to shared or intersubjective understanding is the local 
FRQWH[WRIDFWLRQDORQJZLWKDIUDPHZRUNRIµQRUPDWLYHDFFRXQWDELOLW\RI
DFWLRQ¶+HULWDJH$VWKHVHFRQFHSWVDQGXQGHUVWDQGLQJVXQGHUOLHWKH
approach used in this study, explaining them will provide a background to its 
PHWKRGVDQGDQDO\VLV,QWKLVGLVFXVVLRQZHGUDZSDUWLFXODUO\RQ+HULWDJH¶V
seminal texts on Garfinkel and ethnomethodology (1984, 1987)5.   
 
Ethnomethodology developed at a time when the Parsonian theory of social 
action was highly influential upon socioORJLVWV¶XQGHUVWDQGLQJVRIKRZDQG
why people act as they do, and how society comes to be organised and 
RUGHUO\7KLVWKHRU\KROGVWKDWSHRSOH¶VVWULYLQJWRZDUGVQRUPDWLYHO\YDOXHG
ends underlies and determines social conduct.  It also holds that where 
conduct is not motivated by scientific rationality, motivation consists of 
internalised moral values ± DµFHQWUDOYDOXHV\VWHP¶OHDUQHGWKURXJK
childhood socialisation and reinforced by reward and punishment.  This is a 
KLJKO\WUXQFDWHGYHUVLRQRI3DUVRQV¶work, and we will return to aspects of his 
analyses rather more specifically in Chapter 4, Section 4.5.  For now we will 
GLVFXVVWKHUHODWLRQVKLSEHWZHHQ3DUVRQV¶ZRUNDQGWKHGHYHORSPHQWRI
ethnomethodology by Garfinkel.  In doing so, we will introduce some key 
concepts of ethnomethodology.  
 
                                            
5. 7KHVHWH[WVDUHSDUWLFXODUO\KHOSIXOLQWKHOLJKWRI*DUILQNHO¶VµGLIILFXOWDQGGHQVH¶+HULWDJH
DQGDWWLPHV³RSDTXHDQGFU\SWLF´ZULWLQJVW\OH+Hritage, 1987, p224). 
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Garfinkel, whose postgraduate studies were supervised by Parsons, held 
3DUVRQV¶ZRUNLQKLJKHVWHHPDQGYLHZHGLWDVUDLVLQJTXHVWLRQVRINH\
importance to sociology.  However, he was dissatisfied with some elements 
oI3DUVRQV¶WKHRULHVDQGVRXJKWWRIXUWKHULQYHVWLJDWHDQGLQGHHGWR
operationalise issues which they raised.  These particularly concerned the 
UROHRIVRFLDODFWRUV¶RZQNQRZOHGJHDQGXQGHUVWDQGLQJVLQVKDSLQJVRFLDO
actions, and the nature and origins of mutual shared knowledge and 
understandings.  Whereas Parsons emphasised construction of theory and 
did not empirically test his ideas, Garfinkel proceeded by developing 
programmes of empirical investigations of social conduct (we refer to some of 
these subsequently, see Chapter 6, Section 6.9).  As his work progressed, 
*DUILQNHOIRUPHG³IXQGDPHQWDOGLVDJUHHPHQWV´+HULWDJHSZLWK
many aspects of Parsons analyses. 
 
2QHHOHPHQWRI3DUVRQV¶DQDO\VHVZKLFK*DUILQNHOVRXJKWWRDGGUHVV
concerned how seeing conduct as determined by standardised, internalised 
norms diverts attention away from the local methodological sense-making 
procedures through which people manage their interactions.  Also, how such 
DQDQDO\VLV³IRUHVWDOOVDSSUHFLDWLRQRIWKHLQGLJHQRus perspectives of the 
DFWRUVWKHPVHOYHV´&OD\PDQDQG0D\QDUGS,QVWHDGLWWUHDWV
people as 'blindly' responding to pre-existing moral values, as Garfinkel put it, 
LWWUHDWVWKHPDVµMXGJPHQWDOGRSHV¶5HODWHGO\ZKHUHDFWLRQVDUHQRWVHHQ
as KDYLQJDµVFLHQWLILFH[SODQDWLRQ¶WKH\DUHWUHDWHGDVµLUUDWLRQDO¶DQG
explained in terms of internalised norms.  That is, conduct is measured 
DJDLQVWDSDUWLFXODU\DUGVWLFNRU³SULYLOHJHGYHUVLRQRIVRFLDOVWUXFWXUH´
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(Heritage, 1987, p231).  This measuriQJRIFRQGXFWDJDLQVWD\DUGVWLFNµKHOG¶
by the analyst has similarities to the pattern seen in some physiotherapy 
communication studies ± where the yardstick or privileged view concerns 
normative views of good practice (e.g. Jones et al, 1998).  
EthnomethRGRORJ\¶VDSSURDFKRQWKHRWKHUKDQGLVWRVXVSHQGFRPPLWPHQW
to such privileged versions in favour of carefully studying the detail of 
SDUWLFLSDQWV¶DFWLRQV5DWKHUWKDQHYDOXDWLQJFRQGXFWDJDLQVWVRPHH[WHUQDO
yardstick, the analyst looks for the logic DQGµJRRGVHQVH¶LQZKDWSDUWLFLSDQWV
do (Silverman, 1997). 
 
Garfinkel reconceptualised the role of norms in conduct.  He highlighted the 
unfeasibility of assuming that a set of norms could encompass every 
situation, or that each person could have a store of these, shared in common 
with all others and activated in a uniform way in particular situations.  Instead 
of seeing situations as causing specific norms or rules to be invoked, then 
certain actions to result, he saw actions and interactional situations as part 
and parcel of each other, so that situations are products of actions.  
However, this raises a question: without this notion of shared normative 
prescriptions determining conduct in each situation, how does 
ethnomethodology propose that people recurrently act in ways that are 
intelligible to each other?  The answer involves proposing a different role for 
normative rules and expectations in relation to conduct.  In this conception, 
they are interpretive rather than regulative.  Ethnomethodology does not 
deny that (adult) people expect each other to share a considerable volume of 
knowledge, practices and procedures, and bring these to their interactions.  
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However, this is not to say that their conduct will necessarily comply with 
these normative expectations and practices.  Nevertheless, because people 
are assumed to know if and when their conduct represents a departure from 
expectations and conventions, others will assume any departure is motivated 
and intentional in nature; and will tend to impute or seek explanations. 
 
Greetings sequences offer a simple example to illustrate this.  If on 
DSSURDFKLQJDQRWKHUDSHUVRQVD\V³KHOOR´WKHQDUHVSRQVH± ³KHOOR´RU
similar ± LVH[SHFWHGRUµSUHIHUUHG¶WRXVHDWHUPZHZLOOH[SORUHIXUWKHULQ
Chapter 5).  Provided an individual can be held to be aware of norms, and 
capable of responding, and if no response is forthcoming, the first speaker 
will make various interpretations6 and may pursue a response or explanation 
DQµDFFRXQW¶IRULWVDEVHQFH:KHUHDVLI the expected response is 
forthcoming, people tend not to treat explanation or account as required.  
Furthermore, a person responding or refusing to respond will know the likely 
interpretations or consequences of their actions.  This system has several 
feaWXUHV,WSURYLGHVµJRRGUHDVRQV¶IRUFRPSO\LQJZLWKQRUPV+HULWDJH
1987).  It means that no conduct is uncategorisable: meaning and 
understandings can always be furnished by the norm or convention, even 
                                            
6. In stroke physiotherapy, making these interpretations can be particularly difficult.  As 
described in the previous chapter, cognitive awareness and also the ability to respond 
physically and verbally can be impaired in stroke.  This can make it difficult for therapists to 
LQWHUSUHWµIDLOHG¶RUXQH[SHFWHGUHVSRQVHV([SODQDWLRQVIRUWKHVHLQFOXGHQRWRQO\WKHUDQJH
of explanations one might consider with 'non-GLVDEOHG¶DGXOWVEXWSRVVLEOHFOLQLFDORU
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where it is not complied with.  That is, any actions can be understood as 
making sense.  Also, these normative expectations are self-sustaining 
because of the way that non-compliance results in comment and explanation 
or sanction.  A further consequence of the system is that breaches and 
departures from normative expectations can transform situations of action 
and local social identities.  For instance, in the case of non-response to a 
JUHHWLQJWKHUHFLSLHQWPLJKWEHWUDQVIRUPHGIURPIRULQVWDQFHµIULHQGDQG
FROOHDJXH¶WRµSHUVRQLQDEDGPRRG¶RUµSHrson who is snubbing me for 
VRPHRIIHQFH¶7KXVUDWKHUWKDQJRYHUQLQJDQGGHWHUPLQLQJFRQGXFWQRUPV
UXOHVDQGFRQYHQWLRQV³DUHSULPDULO\WREHXQGHUVWRRGDVUHVRXUFHVIRU
HVWDEOLVKLQJDQGPDLQWDLQLQJWKHLQWHOOLJLELOLW\RIDILHOGRIDFWLRQ´+HULWDJH 
1987, p245). 
 
,QVXPPDU\*DUILQNHO¶VFRQFHSWXDOLVDWLRQRIWKHUROHRIUXOHVDQGKRZSHRSOH
PDNHVHQVHRIRQHDQRWKHU¶VDFWLRQVFRQWUDVWVZLWK3DUVRQV¶QRWLRQRIUXOHV
in several ways.  Rather than seeing rules as external, pre-determined and 
clearly defined, ethnomethodology sees them as developed and understood 
in and through ongoing actions.  Garfinkel also highlighted the way that rules 
form sense-making devices rather than merely regulating conduct.  He saw 
rules not as impelling people to act in accord with them, rather, that they tell 
XVZKDWWRH[SHFWZKDWLVµVXSSRVHG¶WRKDSSHQDQGKHQFHSURYLGHJURXQGV
for members of society to analyse and interpret the reasons for actions, 
                                                                                                                           
pathological reasons too.  InterSUHWDWLRQLVHVSHFLDOO\GLIILFXOWEHFDXVHFRJQLWLYHDQGµKLJK
OHYHO¶ODQJXDJHLPSDLUPHQWVDUHQRWDOZD\VHDV\WRGHWHFWDQGGLDJQRVH 
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whether or not these actions are in accordance with normative rules and 
expectations.  That is, people are held accountable for their actions. 
 
3.3.1 Accountablity 
Garfinkel uses the term accountability to refer to two features of social 
activities (Heritage, 1984; Peräkylä, 1998) which we have already touched 
upon.  One aspect of accountability concerns the way activities and settings 
are routinely observable and intelligible (through normative expectations) 
without participants actually focusing on making them so.  Garfinkel termed 
WKLVµLQFDUQDWHDFFRXQWDELOLW\¶ZHXQGHUVWand much of what goes on without 
explicitly detailing, talking etc. about those understandings.  The other aspect 
³LQYROYHVµDFFRXQWLQJ¶DVDGLVWLQFWDFWLYLW\´3HUlN\OlSVXFKWKDW
³ZKHQURXWLQHSURGXFWLRQRUUHFRJQLWLRQRIDFWLYLWLHVLVEUHDFhed, the actors 
DUHKHOGH[SOLFLWO\DQVZHUDEOHIRUWKHLUDFWLRQV«>DQGDUH@H[SHFWHGWREH
DEOHWRJLYHUHDVRQVIRUZKDWHYHUWKH\DUHGRLQJ´3HUlN\OlS
This study will consider both aspects of accountability.  We will explore what 
therapists and patients do and do not seem expected to explain during 
interactions: which phenomena and actions seem taken for granted and 
µLQFDUQDWH¶ZLWKLQSK\VLRWKHUDS\VHVVLRQVDQGZKLFKDUHWUHDWHGDVPHULWLQJ
explicit accounts.  This will help build understanding of the knowledge and 
normative expectations that people bring to physiotherapy interactions, and 
will thus advance understandings of how these interactions function. 
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3.3.2 Context 
A further element of ethnomethodology we need to explore concerns 
understandings of context.  The context ± the situation of the interaction - 
concerns both the local configuration of preceding activity in which actions 
occur, and the larger environment of activity within which this local 
configuration occurs (Drew and Heritage, 1992).  In some approaches, 
LQFOXGLQJWKHµVRFLDOSV\FKRORJ\¶PRGHOH[SORUHGLQWKHSUHYLRXVFKDSWHU
FRQWH[WLVVHHQDVLQGHSHQGHQWRILQWHUDFWDQWV¶RZQDFWLYLWLHV7KLVKDVEHHQ
GHVFULEHGDVWKHµEXFNHWWKHRU\RIFRQWH[W¶ZKHUHLQ³VRPHSUHHVWDEOLVKed 
VRFLDOIUDPHZRUNLVYLHZHGDV³FRQWDLQLQJ´WKHSDUWLFLSDQWV¶DFWLRQV´'UHZ
and Heritage, 1992, p19).  In ethnomethodology, context is understood to be 
³ERWKWKHSURMHFWDQGSURGXFWRIWKHSDUWLFLSDQWV¶RZQDFWLRQVDQGWKHUHIRUH
as inherently locally prRGXFHGDQGWUDQVIRUPDEOHDWDQ\PRPHQW´'UHZDQG
Heritage, 1992, p19), it is built up or re-created through interactions (ten 
Have, 1991).  That is, this approach sees meanings and social order as 
³RQJRLQJO\DFFRPSOLVKHGLQDQGWKURXJKWKHSUDFWLFDODQGFoncerted actions 
RIWKHSDUWLFLSDQWVWKHPVHOYHV´+HDWKS 
 
These understandings of how people accomplish social organisation, 
conduct, meanings and intersubjective understandings have important 
consequences for the methods by which interaction is studied, and also the 
SHUVSHFWLYHRQSHRSOH¶VFRQGXFWWKDWDQDO\VWVWDNH,QWHUPVRIPHWKRGV
rather than invoking and measuring external or psychological variables, or 
seeking to discover regulative rules of conduct, analysts study closely the 
practical actions, procedures and apparent reasoning through which people 
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interact.  Furthermore, people are not judged as either succeeding or failing 
in some way to follow rules or norms.  Instead the reasons and logic 
underlying their actions, and the orientations that their actions (and at times 
their explicit accounts) reveal are explored.  People are seen as 
accomplishing social actions through their skilled interactional activities.   
 
The view of context, understandings, and roles as dynamic and 
transforPDEOHWKURXJKLQWHUDFWDQWV¶RZQORFDODFWLYLWLHVLVDQLQKHUHQWO\
optimistic one with regard to potential for change.  People are not seen as 
µGRSHV¶FRQIRUPLQJWRH[WHUQDOYDULDEOHVWKDWDUHIL[HGDQGµSUH-GHVWLQHG¶
Instead, they are seen as capable of accomplishing and transforming 
meanings, understandings and actions through their local conduct.  For this 
VWXG\ZKLFKLVFRQFHUQHGZLWKSURIHVVLRQDOSUDFWLFHWKLVYLHZRISHRSOH¶V
DFWLRQVDVUHSUHVHQWLQJLQWHOOLJLEOHDQGµUHDVRQDEOH¶DFFRPSOLVKPHQWZLWhin 
particular circumstances, and also of roles and actions as transformable and 
flexible, seems to offer a potentially fruitful and positive approach.  It 
contrasts sharply with the rather condemnatory tone of some research on 
communication practice in physiotherapy and rehabilitation (see Chapter 2).  
We will see shortly that this view of context as interactionally accomplished 
has important implications for studying institutional interaction.  
 
We have briefly summarised a topic about which whole books have been 
written (e.g. Benson and Hughes, 1983; Heritage, 1984; Sharrock and 
Anderson, 1986).  Nevertheless, core concepts of ethnomethodology have 
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been outlined, providing a foundation for understanding the analysis 
contained within this thesis and for understanding CA, to which we now turn.   
 
3.4 Conversation analysis 
Describing the objectives of CA in broad terms, Greatbatch et al. (1995a) 
H[SODLQWKDW³CA researchers aim to describe the procedures, rules and 
conventions which participants use in producing their own behaviour and 
LQWHUSUHWLQJDQGGHDOLQJZLWKWKHEHKDYLRXURIRWKHUV´S'HVSLWHLWVQDPH
CA can be, and is applied across many forms of interactions including 
institutional interactions (e.g. Peräkylä, 1998; McHoul, 1985).  It can also 
encompass analysis of body movements such as gaze (e.g. Goodwin, 1979), 
touch (e.g. Heath, 1986), gesture (e.g. Schegloff, 1984) and physical 
interaction with material objects (e.g. Greatbatch et al., 1995b).  Central to CA 
studies is the analysis of mechDQLFDOUHFRUGLQJVRIµQDWXUDOO\RFFXUULQJ¶
interactions.  It is a qualitative form of analysis which emphasises 
consideration of actions in sequence rather than in isolation.  Before further 
discussion of the analytic methods of CA, we will describe the principal 
understandings that underlie it, particularly as described by Heritage (1984, 
1997).  Our discussion is also informed by writings of Silverman on Harvey 
6DFNV¶VZRUNRIWHQ+DYHDQGRI6FKHJORIISDUWLFXODUO\
and 1999). 
 
CA embodies a theory with several elements (Heritage, 1997).  It holds that 
interaction is structurally organised, having systematic and orderly properties 
which result from conventions and practices independent of psychological and 
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other characteristics of individual interactants (Heritage, 1988a).  It holds that 
contributions to interaction are contextually oriented.  That is, each utterance in 
an interaction is addressed to preceding ones7, most commonly those 
immediately preceding it.  In this way, utterances DUHµFRQWH[WVKDSHG¶
Furthermore, utterances are also context creating, or renewing, or maintaining, 
in that they normally project and require some next utterance by a subsequent 
SDUWLFLSDQW+HULWDJH7KLVµFRQWH[WXDORULHQWDWLRQ¶LVLPSRUWDQWin 
establishing intersubjective understandings.  When a next (second) action is 
produced, this shows what sense has been made of the prior action; it makes 
understanding publicly available.  In a subsequent (third) turn, this displayed 
understanding can be confirmed or be an object of correction or repair.  This 
makes for an ongoing sequence wherein understandings are made available 
DQGGHYHORSHGLQWRPXWXDOXQGHUVWDQGLQJV7KHZD\SDUWLFLSDQWV¶
understandings are inherently hearable and observable within interaction 
through its sequential structure is highly important for analysis, as we will 
explain further below. 
 
The CA approach also sees intersubjective understandings as built from the 
detail of interaction.  For this reason, no order of detail is dismissed a priori as 
irrelevant.  This principle has been shown to be important through various 
empirical analyses, an example is work by Pomerantz (1984) who shows that 
pauses and delays in producing utterances are an important part of the way 
                                            
7. This contextual orientation also applies to non-verbal activities, however, their sequentiality 
is not always so tightly organised in terms of projecting or requesting relatively immediate 
and responsive next actions (Heath, 1997). 
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we understand RQHDQRWKHU¶VDFWLRQV$QRWKHUH[DPSOHLV6LPPRQV-Mackie 
DQG'DPLFR¶VZRUNRQDSSDUHQWO\µORZSURILOH¶YRFDOLVDWLRQVDQG
gestures by which they found a dysphasic8 person managed her 
conversations.  This principle wherein no detail of conduct is dismissed a priori 
links to a wider methodological restriction wherein premature interpretations 
and decisions about what is important or relevant within an interaction are 
avoided.  Instead, analysis aims at empirical, detailed description of actions 
and seqXHQFHVVRWKDW³HPSLULFDODQDO\VHV>DUH@DQVZHUDEOHWRWKHVSHFLILF
GHWDLOVRIUHVHDUFKPDWHULDOV´+HULWDJHS 
 
These stipulations, along with the reliance on recordings of interactions (rather 
than, for example, field-notes), help lead to the distinctively rigorous approach 
to data analysis adopted by CA (Clayman and Gill, forthcoming).  This offers a 
means of overcoming aspects of the over-interpretive approach for which we 
have criticised some other studies of communication in physiotherapy.  We 
QRWHGWKHZD\WKHVHWHQGHGWRSULYLOHJHWKHDQDO\VW¶VLQWHUSUHWDWLRQVDQGWR
implicitly claim to uncover hidden meanings ± µZKDWLVUHDOO\JRLQJRQ¶1R
such claims are made in CA (ten Have, 1999), rather, "the understandings that 
matter are those that are incarnate in the interaction being examined - 
understandings that participants act on within interaction and thus render 
FRQVHTXHQWLDOIRULWVVXEVHTXHQWGHYHORSPHQW´&OD\PDQDQG*LOO
forthcoming).  That is, the meanings and interpretations that are privileged are 
those of the participants themselves (Schegloff, 1997).  This is analytically 
feasible because these meanings and interpretations are available in the 
                                            
8. Dysphasia means impairment of language and word production. 
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sequential organisation of interaction.  Therefore, rather than ³VLPSO\VWLSXODWH
the meaning or significance of particular utterances in the light of their own 
personal intuition, researchers can inspect subsequent actions in order to 
determine how the participants themselves are responding to, and displaying 
their understanding of, each other's conduct" (Heath, 1997, p189).  This allows 
for a principled approach to description and interpretation of action, and forms 
DYLWDOYDOLGDWLRQRUµSURRI¶SURFHGXUHLQ&$3HUlN\Ol+RZHYHULWPXVW
be acknowledged that things are not always so ³QLFHDQGVLPSOH´3HUlN\Ol
SDVWKLVSHRSOH¶VXWWHUDQFHVDFWLRQVDQGUHVSRQVHVDUH
sometimes designedly ambiguous, or absent altogether (Heritage, 1984), so 
that understandings are not at all transparent.  For this reason, a sufficient 
volume and variety of data, and a sophisticated approach to analysis is 
needed, allowing ambiguities to be discerned, and also allowing systematic 
consideration of how activities are deployed as well as responded to. 
 
3.5 Institutional interactions 
We are now in a position to consider the study of institutional interactions, i.e. 
interactions that take place in workplaces, service organisations and other 
institutions.  We will describe some of the principles that guide CA studies of 
institutional interactions, and summarise distinctive characteristics of 
institutional interaction as understood and found by this approach.  
 
The ethnomethodological view of context is retained: as Drew and Heritage 
H[SODLQ³WKHLQVWLWXWLRQDOLW\RIDQLQWHUDFWLRQLVQRWGHWHrmined by its 
VHWWLQJ5DWKHULQWHUDFWLRQLVLQVWLWXWLRQDOLQVRIDUDVSDUWLFLSDQWV¶LQVWLWXWLRQDO
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or professional identities are somehow made relevant to the work activities in 
ZKLFKWKH\DUHHQJDJHG´S-4).  This understanding leads to careful 
descriptLRQRISDUWLFLSDQWV¶DFWLYLWLHVDQGWKHLUIXQFWLRQVDQGFRQVHTXHQFHV
and also avoidance of seeking or assuming external a priori µLQVWLWXWLRQDO¶
factors to explain observed activities.   
 
CA studies of institutional interactions usually entail, whether implicitly or 
explicitly, comparison with the practices of ordinary conversation.  There are 
principled reasons for doing so.  The practices and organisation of ordinary 
conversation are primary in the sense that this is the first form of spoken 
interaction we encounter and learn as children, and forms a benchmark 
against which we recognise and experience other forms of interaction (Drew 
and Heritage, 1992).  It also appears to be the original source of practices 
that, in institutional contexts, get specialised and adapted (Clayman and Gill, 
forthcoming).  Comparative analysis allows identification of what is distinctive 
in the patterns of institutional interaction, and illumination of the functions of 
those differences.   
 
Another feature of CA studies of institutional interaction is the way that, as in 
all CA studies, findings are cumulative and interlocking$OWKRXJKWKHµEDVLF
REMHFW¶RIUHVHDUFKLVPRUHFRQILQHGLQVWXGLHVRIRUGLQDU\FRQYHUVDWLRQDQG
although institutional settings can differ widely in terms of the sorts of tasks 
conducted and the formality of the structures of interaction (Sacks et al., 
1978), findings across different institutional settings can nevertheless inform 
one another.  In the current study, studies of other institutional interactions, 
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particularly between doctors and patients, and to a lesser degree in 
classrooms, inform analysis at various points (e.g. Chapter 5). 
 
Cumulative empirical study has illuminated particular characteristics of 
institutional interactions.  Drawing on Drew and Heritage (1992) these are 
that: 
 $WOHDVWRQHRIWKHSDUWLFLSDQWVLVRULHQWHGWRZDUGVVRPH³FRUHJRDOWDVN
RULGHQWLW\´S 
 There are particular constraints upon what sorts of actions and utterances 
are treated as allowable contributions to the interaction 
 There is a restricted, specialised range of practices compared to that in 
ordinary conversations 
 Particular, specialised, forms of inferential links or procedures may 
operate 
 Associated with these characteristics are differences in the rights, 
obligations, and opportunities of different participants to initiate and to 
sanction interactional activities 
 
Thus, CA studies acknowledge that restrictions and asymmetries in the 
activities of different participants in institutional interactions exist.  However, 
&$¶VYLHZRIWKHVHDV\PPHWULHVDQGSDUWLFXODUO\WKHLURULJLQVGLIIHUVIURP
approaches which see institutional interactions as governed by fixed a priori 
institutional rules and roles, and which assume that the institutional 
incumbent dominates interactions and unilaterally imposes asymmetries.  
The understanding of context as dynamic and locally created, and the way 
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conventions and norms are understood as interpretive rather than regulatory, 
means that patterns and practices seen in institutional interactions are 
understood as collaboratively accomplished rather than imposed upon one 
party by another.  Further, they are understood to be dependent upon local 
interactional actions, and as constraining, but not preventing various forms of 
conduct (Drew, 1991).  
 
One further consideration regarding studying institutional interaction that is 
HVSHFLDOO\UHOHYDQWWRWKLVVWXG\FRQFHUQV*DUILQNHO¶Vµunique adequacy 
requirement¶7KLVSURSRVHVWKDWZLWKRXWLQWLPDWHNQRZOHGJHRIWKHSUDFWLFHV
skills and underlying knowledge that are specific to the occupation studied, 
the analyst will inevitably fail to grasp the nature of the work.  Thus Garfinkel 
SURSRVHG³WKDWWKHUHVHDUFKHUEHDFRPSHWHQWSUDFWLWLRQHULQWKHGRPDLQRI
DFWLYLW\XQGHULQYHVWLJDWLRQ´+HULtage, 1987, p264).  He proposed this in 
UHODWLRQWRWKHµVWXGLHVRIZRUNSURJUDPPH¶DIXUWKHUGHYHORSPHQWRI
ethnomethodological research (discussed in Heritage, 1984, 1987).  These 
studies include use of ethnographic observational and descriptive methods to 
LGHQWLI\WKH³VSHFLILFPDWHULDOFRPSHWHQFLHV´+HULWDJHSE\ZKLFK
various forms of occupation are accomplished.  While the current study is 
primarily a conversation analytic study, the notion of unique adequacy is 
worth discussion because it raises questions about the impact upon analyses 
RIWKHDQDO\VW¶VFRPSHWHQFHRUODFNWKHUHRILQWKHRFFXSDWLRQDOILHOGVWXGLHG
The researcher in the current study qualified as a physiotherapist 12 years 
before the research began, and specialised in stroke rehabilitation.  Thus she 
IXOILOOHG*DUILQNHO¶VVWLSXODWLRQ+RZHYHUZKLOHWKHUHDUHDGYDQWDJHVRIEHLQJ
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a competent practitioner in the field of study, there are also disadvantages.  
We discuss these matters in more specific terms later in this chapter when 
we describe the methods of this study (see Section 3.8). 
 
3.6 Methods in CA  
Several authors have likened the methods of CA to those of naturalists 
(Heritage, 1988b; ten Have, 1999; Clayman and Gill, forthcoming).  This 
analogy helps convey the way that conversation analysts gather a range of 
specimens (of recorded instances of naturally occurring interactions) in order 
to subject them to systematic analysis and comparison.  Studies aim to 
identify recurring patterns of conduct and to describe these clearly and 
precisely in terms of their structure, interactional functions and 
consequences.  We will now consider various steps in this process.   
 
3.6.1 Data collection  
$VQRWHGGDWDDUHµQDWXUDOO\RFFXUULQJ¶WKLVPHDQVWKDWWKHLQWHUDFWLRQV
recorded are not produced as a result of hypothetical or role-played 
examples, or experiment; and that the researcher does not co-produce or 
provoke them (ten Have, 1999; Clayman and Gill, forthcoming).  The 
researcher also makes efforts to minimise any disruption caused by the 
recording.  (We discuss how recording might influence conduct, and 
strategies that can be employed to minimise this in Section 3.7.3).   
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Analysis tends to begin with a study of single cases of particular interactions.  
This can be justified on the basis of the pervasiveness of the forms of social 
conduct with which it is concerned (Silverman, 1998).  Since the 
methodological practices by which people produce their own conduct and 
understand that of others are shared by members of society, much can be 
understood from studying just one interaction.  However, it is usual to build 
and enrich analysis through consideration of numerous cases, including 
those which differ in some way to what seems to be the regular pattern (see 
Section 3.6.2).  For this reason, it is usual to collect a volume and range of 
data likely to be sufficient to capture the variations in practice so as to 
develop a rigorous and comprehensive analysis (ten Have, 1999; Peräkylä, 
1997). 
 
In summary, the data collected are audio or video-recorded naturally 
occurring interactions.  Data are selected so as to ensure a sufficient volume 
and range of interactional activities that are pertinent to the topics of study. 
 
3.6.2 Analysis 
We give only an outline of analytic procedures here, and will elaborate on 
these as we describe the methods of this particular study.  Having collected 
DQGEHJXQDILUVWµURXQG¶RIREVHUYLQJOLVWHQLQJWRWKHGDWDWKHDQDO\VW
begins to identify sequences and incidents that are of particular interest.  
InHYLWDEO\WKHDQDO\VW¶VVHOHFWLRQDWWKLVSRLQWZLOOEHLQIOXHQFHGE\WKHLU
SDUWLFXODULQWHUHVWVDQGNQRZOHGJH+RZHYHULQJHQHUDOWKH³SUHIHUUHG
strategy is to start from the data at hand, and not from any preconceived 
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LGHDVDERXWZKDWWKHGDWDµDUH¶RUµUHSUHVHQW¶´WHQ+DYHS7KXV
whilst it is likely that analysis starts from some broad agenda of interest, at 
this stage, the analyst avoids setting tight limits upon their selection and their 
analysis.  This ensures that salient aspects of interactions are attended to, 
even if they were not recognised to be so at the outset.   
 
Analysis seeks to identify recurrent patterns of conduct within the practice 
under investigation by using inductive search procedures (Heritage, 1995). 
Thus, alongside detailed analysis of the particular cases that have been 
LQLWLDOO\µQRWLFHG¶WHQ+DYHDQGVHOHFWHGIXUWKHUFDVHVLQWKHGDWD
FROOHFWLRQZKLFKVHHPWRFRQWDLQWKHVDPHRUUHODWHGDFWLYLWLHVDUHµFROOHFWHG¶
(often edited together onto a tape). Collecting related extracts onto a single 
tape allows them to be viewed or listened to repeatedly in a systematic way, 
so as to build comprehensive analysis of activities.  In forming collections, a 
wide net is cast so as to ensure comprehensive analysis of a phenomenon 
(Clayman and Gill, forthcoming).  Therefore, besides identifying and 
DQDO\VLQJVHTXHQFHVZKLFKUHSUHVHQWWKHµUHJXODU¶SDWWHUQLQGXFWLYHVHDUFK
procedures are also used identify cases which appear to differ from the 
regular pattern ± µGHYLDQW FDVHV¶ 
 
Deviant case analysis is an important way by which descriptions and 
proposals generated in CA are elaborated and tested for their validity 
(Peräkylä, 1997).  The process entails searching through data for 
LQFRQJUXRXVµLUUHJXODU¶FDVHVDIWHUKDYing initially identified some 
interactional regularity (Clayman and Maynard, 1995).  In general, these 
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FDVHVWHQGWRµWKURZLQWRUHOLHI¶WRPDNHDOOWKHPRUHYLVLEOHWKHUHJXODU
patterns.  More specifically, Clayman and Maynard (1995) explain that there 
are three ways in which deviant cases can contribute to analyses.  One is 
that participants can be shown to be orienting to the same considerations 
WKDWSURGXFHWKHµUHJXODU¶FDVHV7KHLUUHJXODUFDVHVH[SRVHDQGPRUH
clearly illustrate these orientations, and how they can also generate 
µQRQVWDQGDUG¶FDVHV6HFRQGO\GHYLDQWFDVHVFDQSURPSWDPHQGPHQWRI
initial analysis so as to produce a more general formulation which 
encompasses both the regular cases and those which are less regular.  
Where these anal\WLFRSWLRQVGRQRWDSSO\LWPD\EHWKDWVRPH³GLVWLQFWLYH
DFWLYLW\LVEHLQJDFFRPSOLVKHGLQDQGWKURXJKWKHGHSDUWXUH´SWKHDQDO\VW
then aims to specify its distinctive nature and interactional function.  Deviant 
cases will be examined within each analytic chapter of this thesis. 
 
'HWDLOHGDQDO\VLVRISDUWLFXODUFDVHVERWKUHJXODUDQGµGHYLDQW¶PD\LQYROYH
identifying various elements of their organisation.  Clayman and Gill 
(forthcoming) explain that almost everything that occurs within interactioQ³LV
IDLUJDPHIRUDQDO\VLV´WKXVLWLVQRWDQHDV\WDVNWRVXPPDULVHWKLVSURFHVV
Practical illustrations will appear throughout this thesis, here we only broadly 
describe the sorts of features the analyst explores.  Clayman and Gill 
(forthcoming) desFULEHWKHVHLQWHUPVRI³QHVWHGOD\HUV´RIDFWLYLWLHV7KHUH
are the broad activity frameworks that organise lengthy stretches of 
LQWHUDFWLRQLQWKLVVWXG\WKHVHLQFOXGHµSK\VLFDOH[DPLQDWLRQV¶DQGµJRDO-
VHWWLQJ¶$VWHSEHORZWKLVDUHsequences of actions ZLWK³UHODWLYHO\JHQHULF
VHTXHQWLDOSURSHUWLHV´LQWKLVVWXG\WKHVHLQFOXGHµLQVWUXFWLRQ-UHVSRQVH¶DQG
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µSUREOHPLQGLFDWLRQ¶VHTXHQFHV7KHQWKHUHDUHWKHsingle actions which are 
built into sequences: including instructions and evaluations.  At the most 
microscopic level are components of these single actions, such as lexical 
choices, gaze shifts, pauses, intonations and so on.  Heritage (1997), 
FRQVLGHULQJLQVWLWXWLRQDOLQWHUDFWLRQVLQSDUWLFXODUSURSRVHV³VL[EDVLFSODFHV
WRSUREH´GDWDSVRDs to explore and reveal its institutional character.  
These are:  
 The turn-taking organisation, and particularly how and whether this differs 
from ordinary conversation in which the length, the order and the content 
of turns is more free to vary (Clayman and Gill, forthcoming); also the 
formality or rigidity of this organisation. 
 The overall structural organisation of the interaction, this involves 
attending to whether there are specific phases of the interaction, and how 
phases and transitions are organised 
 Sequence organisationORRNLQJDWKRZ³SDUWLFLSDQWVLQLWLDWHGHYHORSDQG
FRQFOXGHWKHEXVLQHVVWKH\KDYHWRJHWKHU´DQG³KRZSDUWLFXODUFRXUVHVRI
DFWLRQDUHLQLWLDWHGDQGSURJUHVVHG´+HULWDJHS 
 Turn design9, which includes two elements ± what the action is designed 
to perform, and the means that are selected to perform it  
 Lexical choice, including specialised, formal and distinctive use of terms 
HJKRZDQGZKHQSURIHVVLRQDOVXVHWKHZRUGVµZH¶µ\RX¶DQGµ,¶ 
                                            
9. 7KHZRUGµGHVLJQ¶DQGDOVRVWUDWHJ\DVXVHGLQ&$VKRXOGQRWEHWDNHQWRPHDn that the 
action is necessarily under direct conscious control, rather as implying that the course of 
behaviour is fitted to some requirement or activity (Heritage, 1990). 
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 Interactional asymmetries ± differences in aspects of participation and 
apparent knowledge, which may be observable in each of the features 
above 
 
3.6.3 Transcription 
An important part or tool in analysis is the transcribing of either the whole 
dataset or of selected sequences.  Transcription allows a clearer and more 
detailed view of data, and often reveals elements that have been overlooked 
during inspection of tapes.  Also, transcripts can form a resource for 
SUHVHQWLQJUHODWLYHO\µUDZ¶GDWDZLWKLQ&$SXEOLFDWLRQVDQGSUHVHQWDWLRQV so 
DVWRDOORZWKHDXGLHQFHRSSRUWXQLWLHVWRµFKHFN¶SUHVHQWHGDQDO\VHV10.  
Transcripts are not the primary data of CA (they are always used in 
conjunction with recordings), however, they are a tool by which phenomena 
of interest can be captured and presented (ten Have, 1999).  Nevertheless, 
transcripts are inevitably incomplete: there will always be a further level of 
detail that might be included.  They are selective according to general 
DVVXPSWLRQVRI&$DQGWKHWUDQVFULEHU¶VRZQLQWHUHVWVDQGOLPLWDWLRQs. 
 
Transcripts in CA aim to capture not only what is said but how it is said (ten 
Have, 1999), this means that they include a high level of detail concerning 
words, intonation, silences, sounds, overlaps and so on.  To add to the 
complexity, they may include elements of body movements: gaze, gesture, 
                                            
10. µ)UDPHJUDEV¶± still images from video-data - can also provide such a resource, as they do 
in this study. 
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touch and so on.  In general, CA transcripts of verbal activities follow 
FRQYHQWLRQVRULJLQDOO\GHYHORSHGE\*DLO-HIIHUVRQ7KH\DWWHPSW³WRJHWDV
much as possible of the actual sound and sequential positioning of talk onto 
the page, while at the same time making this material accessible to readers 
XQIDPLOLDUZLWKV\VWHPVIXUWKHUUHPRYHGIURPVWDQGDUGRUWKRJUDSK\´
(Heritage and Atkinson, 1984, p12).  Though the conventions are open to 
criticism on various fronts (O'Connell and Kowal, 1995), the widespread use 
of a single system within CA makes for accessibility and contributes to 
cumulative findings and reliability (Peräkylä, 1997).  
 
In this section, we discuss broad principles underlying transcription, rather 
than specific details of transcripts in this study.  The transcription symbols 
and conventions used in this study are detailed in Volume 2.  
 
&$WUDQVFULSWLRQLVSDUWLFXODUO\FRQFHUQHGZLWKFDSWXULQJLQWHUDFWLRQ¶V
sequential features (Heritage and AtkinVRQ,WLVDµYHUWLFDOV\VWHP¶LQ
WKDWXWWHUDQFHVDQGDFWLRQVDUHSUHVHQWHG³RQHEHORZWKHRWKHULQWKHRUGHULQ
ZKLFKWKH\ZHUHVSRNHQ´WHQ+DYHS7XUQVDUHWUDQVFULEHGRQ
separate lines, sometimes stretching over more than one line due to 
limitations of space.  However, a new line is begun whenever a turn by a 
different participant begins.  Pauses and silences are transcribed, and where 
these occur at the end of a possibly complete turn (where other parties could 
take the floor if they chose), they too are given separate lines and not 
DVFULEHGDVµEHORQJLQJ¶WRDQ\RQHSDUWLFLSDQW&OD\PDQDQG*LOO
forthcoming).  
 90 
 
$V-RUGDQDQG+HQGHUVRQSRLQWRXW³WKHUHSUHVHQWDWLRQRIQRQYHUEDO
SKHQRPHQDLVLQLWVLQIDQF\´S$VDUHVXOt, conventions concerning its 
transcription are less well established than for verbal phenomena.  The 
variety of phenomena that may be of interest in different studies may be a 
further contributing factor to the lack of uniformity.  For instance, Goodwin 
(1979) utilised a very detailed transcription of gaze direction and timing, and 
Schegloff (1984) used a system that represented precise timing of the onset, 
µKHLJKW¶DQGHQGLQJRIJHVWXUHV-RUGDQDQG+HQGHUVRQFDWHJRULVH
different systems that havHEHHQXVHG2QHRIWKHVHEHLQJµSDUDOOHO
KRUL]RQWDOWUDQVFULSWV¶ZKHUHPXOWLSOHKRUL]RQWDOOLQHVUHSUHVHQWWDONDQG
nonverbal activities, similar to the layout of an orchestral score.  This style 
has been adopted in this study as it depicts fairly straightforwardly the 
FRQQHFWLRQRIWKHGLIIHUHQWµOLQHV¶RIDFWLYLW\DQGWKHLUVHTXHQWLDODQGWHPSRUDO
relationships (see Volume 2).  
 
As for all transcripts, those used in this study and presented in this thesis are 
not complete, nor could they aim to be.  Not least because transcription is 
extremely time-consuming (ten Have, 1999).  For instance, one second of 
video data took approximately one minute to fully transcribe.  However, 
efforts were made to transcribe sufficient detail for the form and topic of 
analysis that was undertaken (Silverman, 1997; ten Have, 1999), and for the 
reader to have access to sufficient detail to inform their assessment of the 
analyses presented.   
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3.7 Methods of this study 
3.7.1 Participants 
The 74 video-recorded treatment sessions that form the data were recorded 
at four hospitals in England.  They involved 21 stroke patients and ten 
physiotherapists. 
 
$OOKRVSLWDOVFKRVHQKDGµGHGLFDWHG¶EHGVRFFXSLHGE\VWURNHSDWLHQWV7KH
sites were selected from hospitals that were within convenient geographical 
reach of the researcher.  Professional contacts and knowledge of local 
hospitals gained from previous research and clinical practice informed 
selection.  Efforts were made to include both teaching hospitals in large cities 
and smaller, community hospitals.  However, few smaller hospitals have 
stroke-dedicated beds.  As one of the smaller hospitals did not respond to 
initial access inquiries, the resulting site selection was biased towards 
teaching hospitals.  This had the advantage that larger numbers of 
physiotherapists and patients were included, as well as some patients who 
were only three or four days post-stroke.  The four participating sites were 
three teaching hospitals (Sites 1,3,4) and one community hospital (Site 2).  
All had rehabilitation wards which admitted stroke patients from about five 
days post-VWURNHRQZDUGVDQGWZRRIWKHWHDFKLQJKRVSLWDOVKDGµDFXWH¶EHGV
which admitted patients immediately following their stroke.  Data collection 
occurred during a period of two weeks (Monday to Friday) at each site, and 
an initial preparatory day during the preceding week. 
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Hospitals were first contacted by letter to the physiotherapy manager and 
neurological physiotherapists.  After a follow-up phone call, a more detailed 
letter with a copy of the study protocol was sent, and a face-to-face meeting 
with potential participant physiotherapists arranged.  At this meeting the 
PHWKRGVDQGJHQHUDODLPRIWKHVWXG\ZHUHRXWOLQHG$IWHUDµFRROLQJ-RII¶
period of several days, the therapists were contacted by phone to check their 
agreement to participate.  Once participation had been agreed, therapists 
were kept up-to-date with progress of the study (e.g. ethics committee 
applications) by phone and letter until data collection began.  Three local 
research ethics committees oversaw the four sites, and data collection only 
began once all committees had approved the project. 
 
7KHWKHUDSLVWV¶GHWDLOVDUHJLYHQLQ7DEOHD7REHLQYLWHGWRSDUWLFLSDWH
they needed to be employed in a post at the hospital where their caseload 
consisted of wholly or mainly stroke and other neurological patients; to be at 
OHDVWµ6HQLRU7ZR¶OHYHOLHWKH\KDGFRPSOHWHGDMXQLRUSRVWLQYROYLQJ
placements in several specialisms for approximately two years after 
qualifying); and to use a treatment approach in line with current UK practice, 
this being the Bobath approach with or without some elements of the 
movement science approach.  These approaches (see Chapter 2, Section 
2.7.1) have been found to be the predominant stroke physiotherapy methods 
in the UK (Sackley and Lincoln, 1996; Davidson and Waters, 2000).  
Therapists also had to have consented to participation.  It was almost 
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inevitable, given the current predominance of female physiotherapists in the 
UK, especially in this field, that only one of the physiotherapists was male.  
 
Table 3a: Therapists 
Therapists  1 2 3 4 5 6 7 8 9 10 TOTAL 
Site 1 1 2 3 3 3 3 4 4 4 4 
Gender F F F F F F F F F M Male 1 
Female 9 
Years 
qualified 
9 6 11 3 7 5 7 23 3 10 Range 
3-23 years 
Number of 
patients with 
whom 
recorded 
4 3 5 1 1 1 1 3 3 2 * 
 
(* Some patients were treated by more than one of the 
participating physiotherapists during different sessions, thus the 
total in this column is not the same as the total number of 
patients recorded) 
 
 
7DEOHESDJHVXPPDULVHVSDWLHQWV¶GHWDLOVIRUZKRPWKHUHZHUH
several inclusion and exclusion criteria.  Patients were excluded if they had 
cognitive problems such that they would be unable to give informed consent, 
if they were unable to speak and understand short sentences in English, or if 
they were to be discharged in the next day or two.  The inclusion criteria 
were: presence on a participating ward at the site at the time of filming, 
diagnosis of stroke, and participation in rehabilitation treatment.  The 
therapists first asked the patients if they would consent to the researcher 
approaching them, and if they did, the researcher did so and explained the 
project.  She returned at least 24 hours later with a formal informed consent 
form which patients were asked to sign.  If they did so, filming went ahead.  
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Consent was checked once more after filming was complete.  In practice 
almost all patients who fulfilled the criteria and who the researcher 
approached agreed to participate.  At Site 2, one patient refused because he 
IHOWKHKDGµWRRPXFKRQ¶$OORWKHUSDWLHQWVDSSURDFKHGDJUHHGWR
participate, and all gave permission for the tapes to be kept and analysed 
after the recording was completed.  Although patient selection was as 
described above opportunistic, it proved possible to fulfil the aims of selection 
which had been formulated beforehand, namely, to include both male and 
female patients at various stages of their rehabilitation and having differing 
levels of severity of impairment.  The aim was to record each patient four 
times over two weeks.  Sometimes this was not possible, usually due to 
GLVFKDUJHKRPHRFFDVLRQDOO\GXHWRDSDWLHQW¶VLOOQHVV 
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Table 3b: Patients  
Patient  A B C D E F G H I J K 
Site 1 1 1 1 1 1 1 2 2 2 2 
Gender F F M F M M M M F F F 
Days post 
stroke (1st 
recording) 
65 46 105 24 67 19 5 12 6 33 10 
Age 72 74 68 85 75 67 77 69 83 64 57 
Number of 
treatment 
sessions 
recorded 
3 4 4 4 2 4 4 4 4 3 4 
 
Patient  L M N O P Q R S T U TOTAL 
Site 2 3 3 3 3 4 4 4 4 4 4 
Gender M M F M F M F F F M Male 10 
Female 11 
Days post 
stroke (1st 
recording) 
10 33 3 9 4 56 16 22 9 22 Range 
3-105 days 
Age 65 63 77 52 76 63 79 86 85 71 Range 
52-86 years 
Number of 
treatment 
sessions 
recorded 
4 2 4 3 4 4 4 4 2 3  
 
 
Patients and therapists were asked to sign consent forms, which gave 
various details including confidentiality procedures and access to recordings.   
 
3.7.2 Selection: discussion 
In selecting sites and participants, a balance was struck between 
homogeneity and variety of data.  The aim was to have a large enough set of 
recordings, involving circumstances that were related but not identical, in 
order to reliably identify various recurrent patterns of conduct and variations 
in these patterns.  A degree of uniformity of data was ensured by only 
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recording inpatient rehabilitation treatment sessions, patients who could 
speak and understand some English, and relatively senior therapists.  By 
recording at four sites, including ten therapists, including patients who were 
at a variety of stages of rehabilitation and impairment, and recording patients 
and therapists several times, it was ensured that a range of circumstances 
that arise during inpatient rehabilitation of stroke patients were captured in 
the data.  This enhanced the potential for findings to have validity beyond the 
individual setting.  There were also various practical reasons underlying 
selection of what was recorded.  For instance, hospitals that were within 
reach of the researcher were chosen; and recording occurred in hospitals 
UDWKHUWKDQSDWLHQWV¶RZQKRPHV7KLVPHDQWWKDWEHWWHUFDPHUDYLHZVZHUH
available, and more data could be captured within the time available.  
Inevitably, the data are selective, and we acknowledge that in other 
circumstances (such as treatment at home), different interaction patterns are 
likely to arise.  We discuss the associated limitations upon the generalisability 
of our findings in Chapter 7 (Section 7.3.2). 
 
3.7.3 Recording 
Video data have many advantages.  We describe these now, then discuss 
some of the problems of video-recorded data.  We will then show how 
procedures used in this study attempted to minimise these problems.   
 
3.7.3.1 Advantages and disadvantages of video data 
Video-recordings are the optimal data when the intereVWLVLQZKDWµUHDOO\¶
KDSSHQHGUDWKHUWKDQSHRSOH¶VSHUFHSWLRQVDQGDFFRXQWV-RUGDQDQG
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Henderson, 1995), and video is indispensable when the physical 
environment, objects and bodies are central to the interaction (ten Have, 
1999).  Other advantages centre around the density and permanence of 
video recordings (Bottorff, 1991).  Their permanence means they can be 
reviewed repeatedly and in a variety of ways, e.g. at different speeds, or by 
comparing and contrasting temporally separate events through editing.  They 
can be made available for scrutiny by others, and this assists the checking of 
the validity and rigour of original analyses, allowing others to extend or refute 
them (Heath and Luff, 1993; Jordan and Henderson, 1995; ten Have, 1999).  
Their density means that multiple and complex elements of interaction can be 
analysed and there is access to a level of detail unavailable in other 
approaches to data collection.   
 
Nevertheless, video data are inevitably incomplete (Bottorff, 1991; Jordan 
and Henderson, 1995).  This is because of mechanical limitations ± the lens 
FDQQRWFDSWXUHVPHOOKHDWRUDFWLYLWLHVEH\RQGWKHFDPHUD¶VYLHZZKLFKare 
available to participants (Bottorff, 1991; Peräkylä, 1997).  It is also selective 
because of choices about what is recorded (Jordan and Henderson, 1995).  
In deciding when to begin and end filming, choosing the camera angle, and 
so on, the researcher must to some degree make a priori decisions about 
what is important about the phenomenon (Kendon, 1979).  Nevertheless, 
Jordan and Henderson (1995) argue that "video loses less, and loses less 
seriously, than other kinds of data collection" (p53).   
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A further problem of recorded data is the possible effect of recording upon 
conduct (Kendon, 1979; Bottorff, 1991; Jordan and Henderson, 1995).  
Various arguments have been made about how recording influences 
FRQGXFWDQGVRPHVWXGLHVKDYHUHSRUWHGSDUWLFLSDQWV¶YLHZVRQWKLV
3DUWLFLSDQWVRIWHQFODLPHIIHFWVDUHPLQLPDODQGµTXLFNO\GLVDSSHDU¶%RWWRUII
1991; see also Talvitie, 1996).  In one physiotherapy study therapists 
UHSRUWHGWKH\DYRLGHGGLVFXVVLQJPRUHµSHUVRQDOPDWWHUV¶GXULQJUHFRUGHG
treatment sessions, whilst patients reported their conduct had not been 
influenced (Talvitie, 1996).  Another claimed that experienced therapists were 
less influenced than novices (Ek, 1990).  Several researchers claim that the 
camera influences different aspects of conduct differentially: that it affects 
verbal actions more than physical ones (Thornquist, 1995; Talvitie, 1996), 
and that it affects content of talk more than the structural organisation of the 
LQWHUDFWLRQDQGµPLFUREHKDYLRXUV¶VXFKDVJD]HDQGERG\PRYHPHQWV
(Clayman and Gill, forthcoming; Jordan and Henderson, 1995).  
 
Doubtless the presence of recording equipment does inIOXHQFHSDUWLFLSDQWV¶
conduct.  Unfortunately, there is no way that any such effects could be 
precisely verified because it would not be possible to observe the 
consequences of presence and absence of observation without some sort of 
observation process ± WKH2EVHUYHU¶V3DUDGR[WHQ+DYHGUDZLQJRQ
/DERY¶VZRUN3RWHQWLDOHIIHFWVRIUHFRUGLQJDQGRISUDFWLFDOO\GHDOLQJZLWK
these can nevertheless be considered in several ways. 
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Echoing some of the above arguments concerning what aspects of conduct 
are and are not disrupted by recording, one can propose that if physiotherapy 
gets done, then whatever it is that participants do in order to accomplish 
physiotherapy is being done.  Further, a large part of human interactional 
conduct goes unnoticed by members themselves (Miller, 1997), and this 
would be difficult for them to change in the face of recording.  Also, it is quite 
XVXDOIRUWKHUDS\WREHFRQGXFWHGXQGHUREVHUYDWLRQIRULQVWDQFHE\SDWLHQWV¶
caregivers or by student therapists or supervisors.  Thus recording is less of 
an unusual situation than one might at first think.   
 
During our analysis, the potential effects of the camera on conduct, and the 
ZD\WKDWZKDWZDVUHFRUGHGPLJKWLQVRPHZD\VEHGLIIHUHQWWRZKDWµXVXDOO\
JRHVRQ¶ZDVWDNHQLQto consideration.  One way of doing this was to avoid 
in-depth analysis of certain first recordings where patients or therapists 
appeared, and/or reported being very nervous and conscious of the camera.  
Also, it appeared to the researcher that on occasion therapists were 
H[SODLQLQJDFWLRQVµIRUWKHFDPHUD¶VXFKDVE\JLYLQJDVLGHVWKDWGLGQRW
seem directed at the patient.  This conduct was different to most of the 
explanatory activity that the researcher observed both during and outside 
recordings. Although it is impossible to definitively state that such conduct 
ZDVµIRUWKHFDPHUD¶VHTXHQFHVWKDWVHHPHGWRLQYROYHLWZHUHQRWXVHGDV
primary data for analysis.  On the other hand, when conduct seems clearly 
camera-influenced, it can be analytically useful to examine these episodes, 
as Lomax and Casey (1998) have shown.  In the current study, one such 
analytical insight arose from the fact that several therapists reported that one 
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LQIOXHQFHRIUHFRUGLQJZDVWKDWWKH\UHGXFHGµVRFLDOFKDW¶ZLWKSDWLHQWVDEout 
their own circumstances, and indeed little talk of this sort is seen in the 
recordings.  Therapists explained that this was because they felt such 
FRQGXFWZDVµQRWYHU\SURIHVVLRQDO¶,QWHUHVWLQJO\WKRXJKRQHDVSHFWRI
professional conduct that is strongly encouraged by practice stipulations is 
goal-setting with patients, yet the therapists very rarely did this during the 
recorded sessions (Chapter 6).  The apparent influence of recording on 
WKHUDSLVWV¶FRQGXFWWKXVVKHGVVRPHOLJKWXSRQZKDWWKHVHWKerapists treat 
DQGYLHZDVµSURIHVVLRQDO¶DQGZKDWWKH\GRQRW 
 
Although one can never verify precisely how recording influences conduct, 
the general advice given by researchers and methodological texts is to 
attempt to minimise intrusiveness of recordings (Jordan and Henderson, 
1995; Peräkylä, 1997; ten Have, 1999).  Various strategies have been 
proposed.  In summary these are: establishing relationships with participants 
such as to allay apprehension and anxiety (Bottorff, 1991), installing and 
leaving the camera in place as long as possible beforehand (Kendon, 1979; 
Bottorff, 1991), and minimally attending to the camera during recordings 
(Heath and Luff, 1993; Jordan and Henderson, 1995).  Careful decisions 
should be made beforehand such as to maximise the quality of sound, 
inclusiveness of picture and of recording (Peräkylä, 1997).  Also, recordings 
should be augmented with field observations (Heath and Luff, 1993).  We will 
now describe the recording procedures used in this study.  It will become 
apparent that each of these strategies was employed. 
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3.7.3.2 Practical recording procedures in this study 
The researcher gained familiarity with the camera (a Cannon 8mm video 
camcorder UC-X40Hi), the microphones, and the tripod by using them to 
collect some pilot data at Site 1.  This was a hospital ward on which the 
researcher had previously worked as a clinician, and she had close relations 
with staff members.  This allowed her to seek detailed and candid feedback 
from the physiotherapists about the effects of various recording procedures.  
As a concrete example, at this stage several microphones were tried: a 
µ6HQQKHLVHU¶ERRPW\SHPLFURSKRQHDµ3=0¶PLFURSKRQHZKLFKOLHVIODWRQ
WKHIORRUWKHFDPHUD¶VLQWHJUDOPLFURSKRQHDQGDUDGLRPLFURSKRQH
consisting of a clip-on button microphone, a transmitter and a receiver.  
Because other patients are often treated nearby (beyond a curtain), and 
because therapists remain in close proximity to patients for most of the 
treatment, radio microphones resulted in the best sound recordings.  It would 
have been difficult to attach radio microphones to patients as they are 
frequently undressed during sessions.  During piloting, the therapists 
reported that the transmitters, which had been attached to their waistbands 
with a clip, were liable to become dislodged when they moved around, and 
when this occurred, they became extra conscious of the microphone.  As a 
result, small belts of a type sold as security purse-belts for travellers were 
purchased.  The therapists wore these under their tunics, with the 
WUDQVPLWWHUVSODFHGLQWKHµSXUVH¶VHFWLRQWKHZLUHUXQQLQJXQGHUWKH
WKHUDSLVW¶VWXQLFWRSDQGWKHEXWWRQFOLSSHGWRWKHLUODSHO7KHVHEHOWVDQG
µEXWWRQV¶DSSHDUHGWREHPLQLPDOO\LQWUXVLYHQRWWRFDXVHUHVWULFWLRQWR
therDSLVWV¶RUSDWLHQWV¶PRYHPHQWVDQGWKHUDSLVWVRIWHQZRUHWKHPDOOGD\ 
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A few weeks after this pilot, recording proper began.  Each site was visited 
for one day in the week prior to data collection.  On this day the researcher 
took along the camera and microphones and began to familiarise the 
physiotherapists and others with these.  The researcher was introduced to 
ward staff at this time, and initial patient contacts were made.  Data collection 
began the following week.  In the morning on each data collection day, the 
FDPHUDZDVVHWXSLQRQHRIWKHJ\P¶VEHG-spaces, and the therapists who 
were to be recorded were asked to wear the microphones for most of the 
day.  Therapists and patients were told when actual recording was going to 
take place, but the presence of the camera and microphones all day for two 
weeks was designed to help them feel less conscious of them, thus helping 
reduce effects of the recordings on conduct.  Prior to each recording, before 
patients and therapists entered the gym, the researcher placed a fresh 
videotape (Sony HMPHi8 90 minutes) into the camera.  The tripod on which 
the camera stood was concealed from the bed-space behind curtains or 
screens, but the camera itself was visible from the treatment bed (see Figure 
3a, page 104).  The researcher sat at the foot of the tripod, behind the 
screen, taking notes during recording.  Several times during each session 
she climbed on a stool in order to adjust the camera position so that patient 
and therapist were still within view even when they changed positions and 
moved around.  The camera was turned on at the earliest possible moment: 
in two of the sites, this was when the therapist went to fetch the patient from 
the ward that adjoined the gym.  As a result, sound was captured from start 
of contact between therapist and patient.  In the other sites, the wards were 
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EH\RQGWKHUDGLRPLFURSKRQH¶VUDQJHLQWKHVHFDVHVUHFRUGLQJEHJDQDV
soon as the researcher heard the patient and therapist entering the gym.  
Recording was stopped when patient and therapist were beyond the range of 
the microphone receiver.  The researcher used headphones in order to 
monitor sound during the entire recording. 
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scanned in photos ± missing from this version 
Fig 3a 
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On one occasion recording was temporarily halted because the therapist 
requested this when a patient began to cry.  On another occasion, recording 
was interrupted by a power-cut, back-up batteries were installed and 
recording recommenced. 
 
The researcher made various efforts to reduce intrusiveness and to 
encourage habituation to the presence of recording equipment.  During initial 
access negotiations, and throughout the project, it was stressed to both 
therapists and patients that the intention was not to judge or condemn 
conduct in any way.  Illustrations using findings of previous conversation 
analytic studies were useful at this time.  Also, the researcher endeavoured 
to maintain a relaxed and positive demeanour and wore casual clothing 
rather than therapist uniform or formal dress.  Thus, she attempted to 
minimise any impression of formal evaluation of practice, which might 
LQIOXHQFHWKHUDSLVWV¶DQGSDWLHQWV¶FRQGXFWGXULQJUHFRUGLQJV/RRNLQJ
through the camera by the researcher was kept to a minimum during 
recording.  It has been argued that when someone looks down the camera, 
this tends to make it more likely that both camera and researcher are treated 
by others as an interactional participant, thus influencing conduct more 
markedly (Jordan and Henderson, 1995).  Part of the consent procedure 
included informing patients and therapists that recording could be stopped at 
any time upon request, this also offered reassurance and control to 
participants. 
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3.7.3.3 Additional data collection 
Field-notes and reflective notes were recorded at each site.  These included 
thoughts about how subsequent recording quality could be improved and 
intrusion minimised, and insights relevant to analysis.  At the end of recording 
at each site, the researcher met with the therapists involved.  She asked 
them whether and how they felt their conduct had been influenced by the 
recording.  Similar questions were posed to each patient at the end of 
recording.  These reports were taken as informative but not as definitive 
descriptions of the effects of recording.   
 
During each recording, the researcher took notes on background details such 
as whether other patients and therapists were in the gym but out of camera 
view, and technical details such as any standardised assessment procedures 
therapists used.  Untoward events such as the power-cut mentioned above, 
and problems positioning the camera were also noted, as were the 
UHVHDUFKHU¶VJHQHUDOLPSUHVVLRQVRIWKHUHFRUGLQJ 
 
Each tape was clearly labelled with the site, patient, therapist, and whether it 
was a first, second, third or fourth recording of that patient.  The date and 
time were recorded on the film itself. 
 
3.7.4 Analysis 
We will now describe the stages of analysis (Figure 3b).  Once data 
collection was complete, field-notes were re-read and all recordings were 
watched through.  At this time, logs were made.  In these, the researcher 
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attempted to list the content of each session in terms of the interactional 
activities occurring e.g. instructions and performance, assessment of 
performance, goal setting.  Events that appeared unusual were noted and 
edited onto a collection tape.  Written notes were made on emerging analytic 
themes.  At this time, some case studies were performed based upon initial 
µQRWLFLQJV¶WHQ+DYH7KHVHSURYLGHGDQRSSRUWXQLW\IRUUHILQHPHQW of 
the transcription system, particularly for body movements, as well as for 
development of analysis11.  
                                            
11. Also, these case studies were used for group data sessions, and some were submitted 
and presented as papers at conferences (e.g. Parry, 2000a, b). 
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Figure 3b  Stages of analysis  
 
Case studies
Further analysis using colections Transcribe selcted sequences from colections
Colections of sequences on the key themes
Search logs and ful transcripts
Selct and transcribe
4 'typical' sesions
Formulate key themes of analysis
Watch and log al data
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As there was such a large volume of data, it was decided that a clearer grasp 
of the detailed patterns of conduct within the interactions would be gained by 
full transcription of a selection of sessions.  The original aim was to include 
one session from each site.  However, at Site 4, almost all treatments 
involved at least three participants, and by this time, it had been decided to 
focus upon two-party interactions within the data.  Thus, the four sessions 
selected included two from Site 3.  The chosen sessions contained most or 
all elements of treatment that appeared from initial watching and logging to 
be typical and recurrent.  They included patients who were at various stages 
in their rehabilitation, and who had different degrees and forms of stroke-
related impairments.  Body movement, gaze and talk were transcribed by 
hand and then word-processed.  Approximately 98 hours were spent on this 
transcribing.  These long transcripts formed a vital, highly detailed resource 
for subsequent analysis.   
 
3.7.4.1 Labelling system for recordings 
To help the reader follow the description of the selected sessions, we need to 
describe the unique label given to each recording.  For instance, one of the 
VHOHFWHGVHVVLRQVZDV³63K3D%7´7KLVGHQRWHV 
 Code for the site: Site one (S1) 
 Code for the physiotherapist: Physiotherapist one (Ph1) 
 Code for the patient: Patient B (PaB) 
 An indicator for whether this was the first, second, third, or fourth 
recorded session with this patient: Treatment session two (T2) 
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Labels for sequences we refer to in the text include an additional indicator 
(taken from the onscreen log) of the time of day at which the sequence took 
place.  E.g. S1Ph1PaBT2/11.08 indicates the sequence occurred at 
11.08am. 
 
The four chosen sessions were  
 3DWLHQW%¶VVHFRQGUHFRUGHGWUHDWPHQW63K3D%7 
 3DWLHQW+¶VWKLUG63K3D+7 
 3DWLHQW0¶VILUVW63K3D07 
 3DWLHQW1¶VIirst: S3Ph5PaNT1 
 
Patient B had been receiving therapy for 7 weeks, and M for 5 weeks prior to 
recording, Patient H had started therapy only days before, while the session 
selected with Patient N was the first rehabilitation session she received in the 
gym, when she was 3 days post-stroke.  Patient B could walk a few steps 
with therapist assistance and had no movement in her arm.  Patient H walked 
with minimal assistance and could move both hands.  Patient M could walk 
with therapist assistance and had some arm but no hand movement.  Patient 
N was unable to walk; she had a little hand movement, and also some 
speech difficulties.  All four therapists were female, and ranged from 3 to 11 
\HDUV¶H[SHULHQFHVLQFHTXDOLILFDWLRQ 
 
By this time, the key themes of analysis described in the introductory chapter 
had started to emerge.  As a reminder, these concerned how therapists and 
patients interacted with respect to understanding: 
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 The nature of the treatment activities performed 
 Achievement (success and failure) in these activities  
 The reasons, goals and purposes underlying the activities  
 
These were refined and developed during and following the full transcription 
of the four sessions.  Analysis now proceeded by searching through both the 
full transcripts and the earlier logs in order to identify sequences that related 
to the key themes and to identify both typical and unusual episodes. 
Sequences were edited together into collections for each theme, they were 
transcribed in varying degrees of detail according to analytic requirements.  
As this process continued, writing of the analytical chapters of this thesis 
commenced. 
 
7KXVZKLOVWLQLWLDOLGHQWLILFDWLRQRIVHTXHQFHVRILQWHUHVWRUµQRWLFLQJV¶ZHUH
LQHYLWDEO\³UDWKHULQWXLWLYH´WHQ+DYHSWKHUHDIter, systematic, 
disciplined procedures were used to build data-based analyses.  These 
systematic procedures included the selection of four sessions for full 
transcribing, ensuring that the selection allowed for a variety of activities and 
interactional situations.  Additionally, familiarity and accessibility of the whole 
dataset from initial watching and logging allowed a comprehensive, 
systematic search for sequences relating to the emerging analytic topics.   
 
Certain other analytic activities were conducted throughout the process 
described above.  One was ongoing review of the literature.  Initially this 
HQFRPSDVVHGDEURDGUDQJHRISXEOLFDWLRQVRQµRUGLQDU\¶DQGPHGLFDO
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interactions, later it focused on conversation analytic and physiotherapy 
publications more closely related to the key themes.  Also, data extracts were 
regularly shown to and explored with other researchers, who included the 
project supervisors, and researchers performing related work within the 
department and beyond it.  In a workshop approximately ten months after 
data collection was complete, data extracts were presented to and discussed 
with participant clinicians.  This workshop had several purposes.  It 
supplemented earlier visits to individual participants, providing the researcher 
with feedback and further insights for her analysis from those who worked in 
the field.  It provided an opportunity to both thank clinicians and to reassure 
them about the form and direction of analysis, and it eased the process of 
gaining consent which the researcher required prior to showing data extracts 
to wider professional audiences at conferences and meetings.  
 
3.8 Role of the clinician researcher 
As mentioned at the end of Section 3.5, the researcher is an experienced 
physiotherapy practitioner.  Additionally, she had previously conducted other 
clinical research into physiotherapy for the arm and hand after stroke, and 
SDWLHQWV¶SHUFHSWLRQVRIUHFRYHU\RIWKHLUDUPDQGKDQG6KHKDGSXEOLVKHG
associated research papers (Parry, 1998; Parry, Lincoln and Vass, 1999; 
Parry, Lincoln and Appleyard, 1999), and spoken to conferences and 
meetings of physiotherapists (including some in the hospitals in which this 
study was conducted).  That is, she had some standing as an academic 
physiotherapist.  This status as experienced clinician and stroke researcher 
could have potential effects upon data collection in terms of influencing 
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SDUWLFLSDQWV¶FRQGXFWDQGXSRQWKHIRFLLQWHUHVWVDQGFRQFOXVLRQVRI
analysis.  There was potential that the researcher might be ascribed a status 
RIH[SHUWDQGSRWHQWLDOO\MXGJHRIWKHSDUWLFLSDQWV¶FRQGXFWSDUWLFXODUO\E\
the therapists.  There were concerns that this might result in difficulty 
recruiting participants in the first place, and that it might also result in 
practitioners changing the way they worked and interacted with patients.  
Throughout access negotiations and data collection, the researcher sought to 
prevent these effects both through her demeanour (Mason, 1996) and 
through explaining the goals of the study and the non-judgmental principles 
of ethnomethodology and CA. 
 
,QWHUPVRIGDWDDQDO\VLVWKHUHVHDUFKHU¶VSULRUH[SHULHQFHXQGRXEWHGO\
influenced the process and findings.  Her clinical experience led to an 
DZDUHQHVVRIµJUDVV-URRWV¶SUREOHPVDQGFKDOOHQJHVregularly arising in the 
setting, and her knowledge of physiotherapy literature made her aware of 
issues and dilemmas identified therein.  This awareness was important and 
influential for the study which from the outset was intended as an 
investigation of issues and challenges in interaction that are of practical 
UHOHYDQFHDQGLPSRUWWRSUDFWLWLRQHUV7KHDQDO\VW¶VH[SHULHQFHDOVRPHDQW
that she had considerable background knowledge of therapeutic procedures 
and specialist physiotherapy terms, which allowed her to understand the 
interactions more deeply and comprehensively ± just as proposed by the 
µXQLTXHDGHTXDF\UHTXLUHPHQW¶6HFWLRQ 
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2QWKHRWKHUKDQGWKHDQDO\VW¶VVWDWXVDVFRPSHWHQWH[SHULHQFHG
practitioner presented potential obstacles to comprehensive and rigorous 
analysis.  These include taking for granted elements which are in fact worthy 
of investigation, and the tendency to observe and evaluate activities in terms 
of the analyst-FOLQLFLDQ¶Va priori views as to what constitutes good and bad 
practice.  Also the tendency to privilege analysis of the perspective and 
practices of clinician participants whilst insufficiently attending to those of the 
patients.  Various safeguards against these dangers were utilised.  These 
included adhering carefully to the methodological stance described above, 
which encourages detailed, rigorous exploration and description of practices 
rather than glosses of them, and the associated insistence on grounding 
analysis in the data.  Also avoiding adopting a perspective and making 
assertions that endorse or condemn actions, instead, seeking the logic 
underlying practices.  Other aspects of the analytic process, particularly 
observation and discussion of data with non-physiotherapists and reflection 
upon related but non-physiotherapy literature helped counter any tendency to 
SULYLOHJHFOLQLFLDQV¶SHUVSHFWLYHVDQGSUDFWLFHV,QIDFWWKHUHVHDUFKHU
observed that in data sessions with others, they tended to privilege SDWLHQWV¶ 
perspectives and practices.  Observation and reflection upon this helped the 
researcher gain broader analytic awareness of the actions of both patients 
and therapists.   
 
)XUWKHUUHIOHFWLRQRQ*DUILQNHO¶VQRWLRQRIXQLTXHDGHTXDF\UHVXOWHGIURPWKH
workshops in which data and analysis were discussed with physiotherapy 
clinicians.  In particular, that the unique adequacy requirement should not be 
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misinterpreted as implying that all practitioners within a field (including 
practitioner-researchers) will share a common viewpoint and have similar 
understandings of events.  To give a concrete example, in one datum shown 
to several practitioners a therapist pursues stepwise agreement with a patient 
concerning whether treatment goals have been achieved or not 
(S4Ph9PaUT1/2.55 in Chapter 5, Section 5.7).  Most practitioners seem to 
evaluate what occurs as representing good practice in facilitating dialogue 
and explaining elements of treatment to a patient.  However, one practitioner 
VDLGKHIHOWWKDWZKDWKHREVHUYHGFRQVWLWXWHGµEXOO\LQJ¶RIWKHSDWLHQWE\Whe 
therapist.  Since in the sequence itself, no explicit or implicit reference to 
bullying is made by the participants, there is no conversation analytic, 
evidence-based way to analyse whether or not the interaction constituted 
bullying (for the participants).  Thus, as implied throughout discussion of our 
methodological approach, it must be for practitioners and patients or potential 
patients to make decisions about the appropriateness of particular practices, 
ZKLOVWWKHDQDO\VW¶VMRELVWRHOXFLGDWHWKHSrocesses, functions and effects of 
practices.  We discuss this issue again in our final chapter, but before this, 
WKHVWXG\¶VILQGLQJVDQGDQDO\VHVZLOOEHSUHVHQWHGLQWKHIROORZLQJWKUHH
chapters. 
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CHAPTER FOUR 
ACHIEVING UNDERSTANDINGS ABOUT THE NATURE OF 
PHYSIOTHERAPY ACTIVITIES AND OF PARTICIPATION 
THEREIN   
 
4.1 Introduction 
This chapter examines how patients and physiotherapists work towards 
understandings about participation in treatment activities.  In order for 
treatment to be achieved, therapists must successfully direct and enable 
patients to understand the various forms of activities that constitute 
physiotherapy, and encourage them to participate in them.  For their part, 
patients must find ways to indicate to therapists their level of understanding 
and participation.  
 
Whilst achieving intersubjective understandings is core to all interactions 
(Heritage, 1984), special conditions and different demands upon participants 
arise in interactions where knowledge and understanding differ widely 
between participants.  Lay professional interaction forms one such situation, 
particularly during initial stages.  In physiotherapy, patients and therapists 
can be expected to bring to their interactions very different knowledge and 
inferential frameworks (c.f. Drew and Heritage, 1992) regarding the topics 
and bases of treatment sessions.  Therapists will be familiar with 
physiological, anatomical and biomechanical knowledge of the body and with 
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technical therapeutic procedures with which patients will, at least initially12, 
be unfamiliar.  Patients in their turn will bring their own personal knowledge of 
their condition, movement difficulties, and sensations.  The achievement of 
the tasks and goals of physiotherapy relies on establishing intersubjective 
understandings between therapists and patients in the face of these different 
forms and levels of knowledge and understanding.   
 
In all three analytic chapters, we explore ways in which therapists and 
patients attempt to establish such understandings.  This chapter explores a 
form of understanding that is central to their interactions ± this concerns the 
nature of the physiotherapy activities to be conducted by therapist and 
patient together, and the nature of their participation within these activities.  
The extracts we examine in the chapter concern initiation and conduct of 
various treatment activities that are commonly performed during 
physiotherapy sessions.  These include assisted hand and arm exercises, 
practising standing up and sitting down independently, and certain manual 
SURFHGXUHVZKLFKWKHUDSLVWVFRQGXFWµXSRQ¶SDWLHQWV¶ERG\SDUWV7KH
extracts generally include instructions of one form or another by the 
physiotherapist, and responses of one form of another by the patient ± 
IRUPLQJZKDWZHVKDOOFDOOµLnstruction-UHVSRQVHVHTXHQFHV¶ 
 
                                            
12
 /D\SDUWLFLSDQWV¶OHYHOVRINQRZOHGJHDUHOLNHO\WRFKDQJHZKHUHWKHLUGHDOLQJs with 
professionals are prolonged (for example see Pilnick, 1998).  This raises questions about 
whether interactional expectations regarding their level of knowledge also change over time; 
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:HVKDOOVHHLQWKHH[WUDFWVWKDWWKHUDSLVWV¶DQGSDWLHQWV¶LQWHUDFWLRQDO
activities differ.  Therapists introduce activities through various verbal and 
physical means including instructions, tactile physical guidance, and 
demonstrations of actions using their own bodies and those of patients.  
Patients display their understandings through their responses to instructions; 
usually physical ones, but they also respond verbally, especially when 
seeking further information or clarification about the activity.  
 
$VZHGHVFULEHWKHUDSLVWV¶DQGSDWLHQWV¶SUDFWLFHVZHZLOOEHJLQWRH[SORUH
what these reveal about their interactional orientations; i.e. the sorts of issues 
and factors that underlie and shape their conduct.  One factor that appears 
VLJQLILFDQWLVDQRULHQWDWLRQWRWKHUDSLVWV¶DXWKRULW\WROHDGDQGRUFKHVWUDWH
treatment activities.  Another factor centres upon ways that physical 
incapacity and illness are interactionally managed by recipients and providers 
of healthcare.  Analysis will draw upon previous sociological analyses by 
Parsons and Goffman concerning the conduct of medical interactions, and 
the management of physical incompetence.  We will reflect upon the 
relationship between these analyses, and the conduct observable in the 
SK\VLRWKHUDS\GDWD:HZLOOVHHWKDW3DUVRQV¶DQG*RIIPDQ¶VZRUNVVKHG
OLJKWXSRQWKHVLJQLILFDQFHRISDWLHQWV¶LQWHUDFWLRQDOFRQGXFWZLWKUHJDUGWR
their physical shortcomings, and their efforts to participate in their 
physiotherapy treatmeQWDQGDOVRXSRQWKHIRUPRIWKHUDSLVWV¶LQVWUXFWLRQV
and responses to patients.  Our analysis of the orientations and phenomena 
that underlie conduct in this aspect of physiotherapy will introduce themes 
that we return to and elaborate upon in subsequent chapters. 
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4.1.1 Structure of the chapter 
The first data extracts presented in this chapter exemplify key features of 
conduct that are recurrent in sequences where understandings about what 
and how treatment activities are to be performed are achieved and displayed.  
In the setting studied, physiotherapy encompasses a range of treatment 
activities that require different forms of participation by patients and 
therapists.  So as to encompass these different forms, several data extracts 
will be considered.  In contrast to these, later extracts will illustrate apparent 
problems of understanding.  Examining how these are managed and solved 
will enhance description of how therapists and patients achieve 
understanding.  We will see that these misunderstandings tend to be 
immediately apparent: either the patient does not perform the activity at all, or 
performance fails in some way.  Also, that they tend to receive immediate 
attention.  We will see that establishing and maintaining mutual 
understanding about the nature of activities and of participation in them is a 
pervasive and immediate concern for both therapists and patients, and 
strongly shapes their interaction.  
 
As discussed in the introductory chapter (Section 1.5) in this chapter and the 
two that follow, descriptions of conduct derived from analysis of extracts will 
form a base for explanatory analysis which draws upon sociological 
analyses.  Finally, analysis will turn to a consideration of how the various 
practices and orientations observed and described relate to published 
recommendations for good practice in physiotherapy.  
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4.2 Data analysis 
The coding and labelling system used for extracts was described in Chapter 
3, Section 3.7.4.1.  The conventions, symbols and layout used within 
transcripts are presented in Volume 2.  Briefly, the Jefferson system is used 
for verbal lines, with descriptions of body movement and gaze appearing in 
italics above and below these.  These descriptions are placed so as to 
indicate the time-point in the talk at which they occur. 
 
For brief extracts, the transcript appears only in this volume of the thesis.  For 
longer extracts, several of which are referred to more than once in the thesis, 
the full transcript appears in Volume 2, with shorter and often simplified 
sections of these in this volume.  This dual system has been chosen so as to 
DOORZVFUXWLQ\RIGHWDLOHGWUDQVFULSWVZKLOVWDPRUHµDFFHVVLEOH¶WUDQVFULSW
accompanies analysis.  Where extracts in this volume are labelled 
µVLPSOLILHG¶WKLVGHQRWHVRPLVVLRQRUHGLWLQJRf body movement and gaze 
lines from the transcript, but not of talk lines.  Omission of any turns at talk 
will be indicated specifically.  
 
 
4.2.1 Conduct in instruction-response sequences where achieving 
understanding appears relatively unproblematic  
The following extracts encompass three types of activity: those in which the 
WKHUDSLVWSK\VLFDOO\JXLGHVWKHSDWLHQW¶VPRYHPHQWWKRVHLQZKLFKWKH
therapist observes but does not physically guide; and those in which the 
therapist performs treatment actions (e.g. mobilisations, manipulations) upon 
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the patient.  The interactional practices by which therapists and patients 
develop and display mutual understandings about the treatment activity and 
their participation in it will be described.   
  
For most of the fLUVWH[WUDFWWKHWKHUDSLVWSK\VLFDOO\JXLGHVWKHSDWLHQW¶V
movement, and the patient effortfully participates, although at the beginning 
RIWKHH[WUDFWWKHWKHUDSLVWLVSHUIRUPLQJPRYHPHQWVXSRQWKHSDWLHQW¶VDUP
We will examine the various actions by which the therapist conveys to the 
patient what he is to do, and by which the patient indicates his 
responsiveness. 
 
S3Ph4PaMT1/1.41  
(Volume 2, pages 1-10) 
This patient had his stroke five weeks before the recording, and has been 
undergoing physiotherapy since then.  He has left-sided weakness, with 
some movement control of his left shoulder and elbow, but none in his hand.  
The patient lies on his back.  The therapist stands at his left side holding his 
arm (Framegrab 4a)13.  As the extract begins, an episode of talk concerning 
WKHWKHUDSLVWV¶DGYLFHWRWKHSDWLHQWWRUXEKDQGFUHDPLQWRKLVDIIHFWHGKDQG
LVFRPLQJWRDQHQGWKHµVRPHWKLQJ¶UHIHUUHGWRLQOLQHLVKDQGFUHDP2YHU
the course of the extract, an exercise commences in which the therapist 
                                            
13. Parts of WKHIUDPHJUDEVKDYHEHHQVOLJKWO\EOXUUHGXVLQJWKHµEOXUWRRO¶LQ$GREH
Photoshop to protect identities of the participants.  For the same reason, although the 
original recordings are in colour, framegrabs have been reproduced in monochrome.  
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raisHVWKHSDWLHQW¶VDUPXSSHUSHQGLFXODUO\WKHDUPLVWKHQSXVKHGIXUWKHU
upwards, then moves back downwards again.  This involves shoulder girdle 
movements known as protraction and retraction (Framegrabs 4a and b). 
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Framegrab 4a  (Retraction) 
Framegrab 4b  (Protraction) 
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1-90, simplified14 
1 T holding the pDWLHQW¶VDIIHFWHGKDQG 
and flexing and extending his elbow 
JD]HVDWWKHSDWLHQW¶VIDFH 
 T anyway  ,¶PVXUH\RXUZLIH¶V 
 P lying on his back on the bed, body appears relaxed 
JD]LQJDWWKHUDSLVW¶VIDFH 
   
6 T got something aWKR^PHKDVQ¶WVKHVKHFDQEULQJLQ` 
 P                                 ^RRK,¶PVXUHVKHKDV\HDK` 
 T yeah 
 P  ,¶OOJHWKHUWREULQJVRPHWKLQNLQ 
   
14 T JD]HORZHUVIURPSDWLHQW¶VIDFHWRKLVVKRXOGHU 
slight grip change of her hands on his arm  
  (1.5) 
   
17 T IXUWKHUJULSFKDQJHVWDUWVWRUDLVHSDWLHQW¶VDUPXSZDUGV 
 T O K hhhhhhhhh 
   
  (.) 
   
23 T just try and lift your arm up 
24 P                                 body tensing visible,  
                                especially in abdominals and neck, 
                                head pushes back into pillow 
   
  (3) 
30 T sto:p:  (.) just relax 
 P hh 
33 P tension release 
   
 T hh 
   
 T raises arm again  
 T (7) 
 P tenses abdominals and neck as his arm raises 
   
 T any pain with that 
 P no 
                                            
14. Since the simplified transcripts omit whole lines that are present in Volume 2, numbering 
each line of simplified versions would result in discrepancies between the two versions.  
Therefore, for the simplified extracts, only turns referred to within the text are numbered, 
giving the same numbers that appear in Volume 2. 
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 T no 
50 T (OK do you want to) try and push up towards the ceiling for me 
51 P                                                                                  effortful facial  
                                                                                   expression  
                                                                                tenses body 
  (1) 
57 T go on (.) shoulder 
  (1) 
 T and relax 
   
65 P hh 
 P body and face relax 
   
68 T shifts body position 
69 T hh give you a hand again 
  (1) 
   
 T               VWDUWVSURWUDFWLRQORRNLQJGRZQDWSDWLHQW¶VVKRXOGHU 
74 T hh so your VKRXOGHU¶VDFWXDOO\FRPLQJIRUZDUGVOLNHthat 
75 P                      tenses, pushes head back, purses mouth 
 T yeah 
80 P yeah ((breathy)) 
  (1) 
 T DQDJDLQEHVRLW¶VDSXVKLQJ\RXlift up 
90 T WKDW¶VORYHO\ 
 
 
In the first part of the sequence (1-24) there is a transition between activities.  
,QLWLDOO\WKHWKHUDSLVWLVPRELOLVLQJWKHSDWLHQW¶VHOEow, his arm muscles are 
apparently relaxed so that the therapist produces all of the movement and 
WKHSDWLHQWGRHVQRWVKRZVLJQVRIWU\LQJWRµMRLQLQ¶0HDQZKLOHERWKSDUWLHV¶
talk concerns a topic that is separate from the ongoing arm activity.   
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It is common for talk on separate topics to occur during activities which 
therapists perform upon patients (e.g. S2Ph3PaHT3/11.44, this chapter)15.  
%\OLQHWKHWKHUDSLVWLVPRYLQJWKHSDWLHQW¶VDUPEXWQRZKHDSSHDUVWR
actively assist the movement, and henceforth both talk and body movement 
IRFXVRQWKHVDPHµWRSLF¶1RWLFHDEO\WKHWUDQVLWLRQEHJLQVWKURXJK
movement rather than talk: at line 14, the therapist leaves eye contact with 
the patient and looks to his arm.  As Heath (1986, Chapter 2) has observed, 
even minute shifts in gaze are effective in showing preparedness for activity 
DQGFDQIXQFWLRQWRLPSO\H[SHFWDWLRQVRIDQRWKHU¶VDFWLRQV*D]HFDQDOVR
establish the relevance of physical objects - KHUHWKHSDWLHQW¶VDUP- for 
upcoming talk and/or actions (Psathas, 1996).   
 
At the same time as the gaze shift, she changes her grip on his arm.  Thus, 
bodily indications precede the first verbal indications of an upcoming activity 
change.  The first verbal indication is her O K: a term clinicians recurrently 
use to initiate and direct topics (Beach, 1995).  As she produces this non-
VSHFLILFLQGLFDWLRQWKHWKHUDSLVW¶VERG\PRYHPHQWVFRQYH\PRUHVSHFLILF
LQIRUPDWLRQDERXWWKHIRUWKFRPLQJDFWLYLW\VKHSODFHVWKHSDWLHQW¶VDUPLQWKH
posture that forms the starting position for the exercise, then begins the 
movement (14-17). Thus, by the time the therapist delivers specific verbal 
instruction (23), the exercise has in a sense already commenced.  As this 
                                            
15. As throughout this thesis, we make cross-references to extracts that can appear in several 
locations throughout Volume 1 and also in Volume 2.  For this reason, giving page numbers 
would be very cumbersome.  Precise locations can instead be found in the index for the 
relevant Chapter in Volume 1, and in the index of Volume 2. 
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instruction is delivered, the patient shows signs of active effortful participation 
,QWKLVVHTXHQFHDQGWKURXJKRXWWKHH[WUDFWWKHWKHUDSLVW¶VERG\
movement, touch and gaze play a central part in indicating the site, form, 
direction, position, timing and pace of the treatment activity.  We examine the 
SDWLHQW¶VUHVSRQVHVLQPRUHGHWDLOVKRUWO\EXWZLOOILUVWFRQVLGHUWKHIRUPDWRI
WKHWKHUDSLVW¶Vverbal instruction. 
 
In her instruction just try and lift your arm up, the patient is asked to try to 
do something; its design is sensitive to the possibility that he may fail to 
achieve the requested movement.  This sensitive formulation of instructions 
is pervasive in the data, and forms an important resource for dealing with the 
ever-present potential for failures of performance.  Soon afterwards (50), 
there is another example of the patient being asked to try rather than to do 
something: (OK do you want to) try and push up towards the ceiling for 
me7KLVVHHPVHYHQPRUHWHQWDWLYHWKDQKHUHDUOLHUµMXVWWU\¶IRUPXODWLRQ
$OVRLWSURMHFWVWKHSDWLHQW¶V participation as co-operative and collaborative in 
WKDWLIKHFRPSOLHVWKLVPD\EHWDNHQDVLQGLFDWLQJWKDWKHµZDQWVWR¶GRWKH
DFWLRQDQGLVGRLQJLWµIRU¶WKHWKHUDSLVW&RQYH\LQJQRWLRQVRIFR-operative 
and collaborative participation in therapy through this type of formulation of 
instructions is recurrent throughout the data.   
 
As well as projecting aspects of the quality RISDUWLFLSDWLRQWKHUDSLVWV¶YHUEDO
instructions also include information about the form of participation by both 
therapist and patient.  We saw that the first specific verbal instruction (23) is 
taken by the patient as an instruction to actively participate.  Another 
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example is line 30, where precise information is provided to the patient about 
the activity requested of him: sto:p:  (.) just relax.  Both the words and the 
tone here convey to the patient what he is to do, and that he is to do so fully 
and immediately, and he does so (33).  At line 57, a brief, encouraging 
instruction during the activity performance provides specific information to the 
patient in terms of the body part to which attention is being paid, and on 
which he is to focus his efforts: go on (.) shoulder.  Brief, encouraging, 
specific instructions during the course of performance are also recurrent in 
the datD,QVWUXFWLRQWDONFDQDOVRFRQYH\LQIRUPDWLRQDERXWWKHWKHUDSLVW¶V
participation: at line 69, the therapist tells the patient what her activity will be 
during the next movement: hh give you a hand again.  Thus, in verbal 
instructions, information is provided about both general qualities and specific 
activities that constitute appropriate participation.  The body movements that 
occur alongside, and often prior to verbal instructions provide both 
elaboration and separate information. 
 
As we turn to the pDWLHQW¶VFRQGXFWGXULQJWKLVVHTXHQFHZHIDFHDGLIILFXOW\
RIDQDO\VLQJUHFRUGLQJVRIVHTXHQFHVZKHUHSDWLHQWV¶PRYHPHQWVDUH
therapist-assisted: it is not possible to discern accurately the degree of active 
movement the patient is producing.  This could only be discerned by touching 
the patient or by technical means such as electromyography, neither of which 
is available to the analyst.  Thus there are limitations to our analysis of the 
SDWLHQW¶VSDUWLFLSDWLRQLQWKLVUHVSHFW+RZHYHUZKDWis clearly visible in this 
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H[WUDFWDQGRWKHUVLVWKHSDWLHQW¶VDFWLYHGLVSOD\16 of participation 
(Framegrab 4b, above).  Throughout the extract, when guided arm 
movements are performed, the patient moves other parts of his body too: 
tensing his abdominal and neck muscles (e.g. 24), and mouth (e.g. 75), and 
PRXWKLQJµRRK¶DVLIWRLQGLFDWHHIIRUWH[SHQGLWXUH- Volume 2).  He also 
makes vocalisations that indicate his level of effort (e.g. audible exhalation at 
65).  Patients regularly convey their participation through tensing body parts 
and face, and making effort noises.  Gaze can also indicate responsiveness: 
PHHWLQJWKHWKHUDSLVW¶VJD]HZKLOVWLQVWUXFWLRQVDUHJLYHQDQGORRNLQJLQWHQWO\
and continuously at body parts that are the focus of the treatment activity.  
These displays of effort are of course visible to the therapist.  Patients may 
thus indicate to the therapist something of the quality of their participation, 
demonstrating that they are active and effortful.  Another way in which 
patients display participation is through the timing of their responses.  These 
are typically prompt: often they initiate movement before the instruction is 
complete17 (e.g. 24, 51, 75).  Through doing so they display a quality of 
µNHHQQHVV¶ 
 
                                            
16. In the previous chapter, we noted that the words design and strategy as used in CA 
analyses should not be taken as proposing the action is under direct conscious control, 
UDWKHUDVLPSO\LQJWKDWLWLVILWWHGWRVRPHUHTXLUHPHQWRUDFWLYLW\/LNHZLVHWKHZRUGµGLVSOD\¶
is used here to emphasise the way a behaviour makes something (e.g. effortfulness) publicly 
available. 
17. Notably, in recordings of two patients with whom interaction seemed difficult, and who 
were described by the therapists as in some way unmotivated, the patients recurrently failed 
WRUHVSRQGRUUHVSRQGHGPRUHVORZO\WRWKHUDSLVWV¶LQVWUXFWLRQ-type actions.  
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In treatment activities during which patients perform movements without 
therapist assistance, they can demonstrate their participation simply by their 
independent physical responses (see next extract).  However, where 
treatment activity is performed with physical assistance, as here, the scope 
for patients to demonstrate their activity level and participation is necessarily 
more restricted ± they are joining in with the therapist rather than initiating 
movements independently.  In this situation, the patient is nevertheless able 
to demonstraWHWKH\DUHµZRUNLQJKDUG¶WKURXJKH[SUHVVLRQVRIHIIRUW 
 
Shortly after this extract, there is a sequence that provides evidence that 
WKHUDSLVWVDWWHQGWRDQGPDNHLQIHUHQFHVIURPSDWLHQWV¶µHIIRUWGLVSOD\V¶
The therapist acknowledges the concentrated participation indicated by this 
SDWLHQW¶VHIIRUWGLVSOD\VDQGLQGRLQJVRVKHH[SOLFLWO\LQGLFDWHVKHU
awareness of them: 
 
T you look like yer really 
T =concentrat{ing    } to do that 
P                    {yeah} 
 
Elsewhere, therapists often acknowlHGJHSDWLHQWV¶HIIRUWVQRQ-verbally, e.g. 
PLUURULQJSDWLHQWV¶IDFLDOH[SUHVVLRQVDQGHIIRUWIXOH[KDODWLRQV7KLVPLUURULQJ
can establish connection and alignment between parties without explicitly 
referring to it (Heath, 1992b).  Across the recordings, therapists often 
DFNQRZOHGJHSDWLHQWV¶LQGLFDWLRQVRIHIIRUW7KH\WHQGWRGRVRLQDZD\WKDW
acknowledges their participation, its difficulties and discomforts, but also 
conveys that effort is appropriate.  This helps to build understanding of the 
nature of participation expected in therapy. 
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Thus, during instruction-response sequences, patients can demonstrate their 
keen participation in therapy, and therapists indicate in various ways what 
counts as appropriate participation.  These sequences also provide 
opportunities for patients and therapists to display to each other their 
alignment and mutual understanding about activities.  Alignment and 
understanding are displayed through performance of activities themselves, 
but can also include verbal confirmations (see lines 74-80).  
 
Besides instructions and responses, assessments of activity performance 
also contribute to developing understandings about participation.  These are 
regularly produced by therapists, who also solicit them from patients.  Less 
often, patients initiate them.  In the next chapter we examine evaluations of 
performance in detail, therefore we will only comment briefly here by 
examining the above extract.  Glossed positive assessments initiated by the 
therapist: WKDW¶VORYHO\(90), good. (138) occur both during and after actions.  
They can serve to acknowledge that something has been achieved (or is 
about to be achieved), and hence to indicate that moving to the next step in 
an activity is appropriate (Curley, 1998).  More specific evaluations by 
therapists provide information about what is being assessed and hence what 
constitutes correct performance, e.g. VKRXOGHU¶VZRUNLQJnicely there 
(192).   
 
Patients also produce comments, reports and evaluations about ongoing 
activities.  Most commonly in the data, and exclusively in this extract, these 
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follow solicits by the therapist.  There is a brief sequence of this sort at lines 
43-/DWHUWZRORQJHUVHTXHQFHVGLUHFWO\WRSLFDOLVHWKHSDWLHQW¶V
participation.  These sequences represent dialogue about the activity, 
initiated by the therapist, and occurring after several performances in which 
the patient did not make comments or ask questions.  Thus, as regularly 
WKURXJKRXWWKHGDWDWKHSDWLHQWGRHVQRWSURGXFHµLQGHSHQGHQW¶FRPPHQWVRU
evaluations during a therapist-guided movement.  At this stage in the extract, 
a slightly different exercise has begun (see 115-120): the patient is now 
encouraged to assist in straightening his elbow, then hold it in position whilst 
the therapist reduces her support.  After several repetitions, the following 
sequence occurs:  
 
150-164, simplified 
150 T who was holdin that then PHRU\RXG¶\RXWKLQN 
 P =I was at the end 
 T yeah heh heh 
 T {((laugh))} 
 P {((laugh))} 
164 P ZHOOGLGQ¶WWRstart with but I was at the end 
 
Thus the therapist explicitly topicalises their respective contributions to the 
DFWLYLW\¶VSHUIRUPDQFH7KHSDWLHQWSURGXFHVDVRPHZKDWWHQWDWLYHUHSO\
(The tentativeness with which patients assess their own performance will be 
explored in the next chapter).  After another repetition of the exercise, the 
therapist asks the patient to report on his subjective experience of the 
activity: 
198-211, simplified 
198 T KRZ¶VWKDW IHHO!G¶\RXfeel that (.) 
 T LW¶V\RXWKDW¶VGRLQJLWRUG¶\RX 
 133 
 T {fHHOLW¶V`me 
 P {well I  } 
 P I felt as though was doin a bit towards it 
 P any{way} 
211 T       {yeah} 
 
7KHUDSLVWV¶VROLFLWVPRVWFRPPRQO\FRQFHUQVXEMHFWLYHUDWKHUWKDQREMHFWLYH
information.  We will leave further consideration of solicits and evaluations 
until the next chapter, and now turn to another instruction-response 
VHTXHQFH$VEHIRUHWKHSDWLHQWSHUIRUPVDFWLYLWLHVXQGHUWKHWKHUDSLVW¶V
instruction, but unlike the first example, she does not for the most part touch 
the patient. 
 
S1Ph1PaBT2/11.08 
(Volume 2, pages 11-18) 
This patient is relatively experienced in physiotherapy, having participated in 
rehabilitation for seven weeks following a stroke affecting her left side.  Early 
LQWKHVHVVLRQWKHWKHUDSLVWLQWURGXFHGWKHWRSLFRIµWKLQJVwe need to work 
RQ¶DQGSURSRVHGDWUHDWPHQWJRDORILQGHSHQGHQFHLQVWDQGLQJXSIURPWKH
wheelchair (this sequence - S1Ph1PaBT2/11.04 - is analysed in Chapter 6, 
Section 6.5).  Since this extract is fairly long, we will present a brief 
description and framegrab illustration of the treatment actions that take place 
within it and then a transcript of the talk only.  We will then examine shorter 
sections that include body movements. 
 
Two minutes before this extract begins, the therapist says OK well maybe 
then we (we) we could do some stand = h work on yer sitting to 
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standing.  She then makes various preparations.  As the extract starts, the 
therapist has placed a wooden stool in front of the seated patient, and a 
ZKHHOHGRQHWRWKHSDWLHQW¶VOHIWVLGHZLWK a table to the right.  (Framegrab 
4c).  
 
 
 
Framegrab 4c 
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As the extract begins, the therapist proposes commencing an exercise of 
sitting to standing from the bed (13), and that the patient should stretch her 
clasped hands towards the wooden stool in front of her a couple of times 
prior to standing (32, and Framegrab 4d). 
 
 
 
$IWHUDGMXVWPHQWRIWKHSDWLHQW¶VSRVLWLRQ-73), another instruction-
response sequence of stretching forward occurs (73-104).  The therapist then 
proposes a full stand, which she assists slightly (128) with a hand on the 
SDWLHQW¶VEXWWRFN2YHUWKHILQDOSDUWRIWKHH[WUDFW-195), the patient 
stands up and sits down again twice. 
 
Framegrab 4d 
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13-195, simplified 
13 T 
T 
h OK then OHW¶VORRNthen DWVLWWLQJWRVWDQGLQJDVWKDW¶V 
>gonna be one of our goals  
 T !WKHEHG¶VIDLUO\ low =but h we want it to be relatively  
21 T low so that's similar height to your {wheel}chair 
22 P                                                        {yeah} 
26 T VRZH¶OOMXVWVHHKRZZH^JR` 
27 P 
                                        {with } these (    {       )} 
 T                                                                     {yeah} 
32 T do a couple of stretches first just reaching forwards 
  (3.5) 
 T might be too far actually  
  (4.0) 
 P and th{en- }         
 T           {and } back again yeah just {just }  to 
 P                                                       {mm} 
 T get {used} to going that far forward  
50 P       {yes  } 
 
/LQHVRPLWWHGLQZKLFKSDWLHQW¶VSRVLWLRQLVDGMXVWHG 
 
73 T h OK reaching forwards forwards there 
  (4.0) 
 T and back up again  
  (2.5) 
 T a right and again  
  (5.0) 
92 T 
T 
WKDW¶V LWDQGEDFNXS!DQMXVGRLWRQHPRUH,¶PMXVJRQQD 
watch you from <in front 
  (0.5) 
98 T yeah see how even everything is that looks good 
  (4.0) 
104 T 
T 
and back  OK KKG¶\RXIHHOWKHQWKDW\RXFRXOGWDNHLWIURP 
there into stand ing 
107 P yeah 
 T =O K  
  (0.3) 
 T alright then 
  (0.5) 
 T reachin forwards 
  (1.5) 
128 T RND\!,¶OOMXVWhelp you the < first time 
  (2.0) 
 T and pick yer bottom up there 
  (0.3) 
 T and stand up tall (.) 
143 T go on you can do it (.) there yer go   
  (0.3) 
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 T O K (.) love ly 
 P =good 
 T =yeah that felt al ULJKW^WKHUH¶V`QRleaning 
 P                                      {yes    } 
 T to me !VRWKDW¶VJRRG hh 
 T and then do then doing exactly the rev:erse as you go down  
  (0.3) 
 T >so looking after both arms 
  (1.5) 
 T WKDW¶V i:{t:    } 
 P               {yes} 
 T and slowly bending bending both yer kne:es: 
  (0.3) 
 T control it control it 
  (7.0) 
 P (and down) 
195 T =yeah and sit down yeah 
 
Many features identified in the previous extract are apparent. We outline 
these, then move on to features that differ.  As in the first extract, the 
therapist prepares the treatment environment prior to producing specific 
instructions; such position changes and large-scale body movements often 
display boundaries between segments of interactions (Jordan and 
Henderson, 1995).  Furthermore, it has been found that across settings, body 
movements regularly preface related verbal actions (Heath, 1986, 1992b; 
Jordan and Henderson, 1995).  Other features common to both this extract 
and the previous one follow. 
 
,QWKHWKHUDSLVW¶VYHUEDOLQVWUXFWLRQVZHVHHWHQWDWLYHIRUPXODWions: 
VRZH¶OOMXVWVHHKRZZH^JR`«GRDFRXSOHRIVWUHWFKHVILUVW
just reaching forwards (26, 32) 
DQGLQVWUXFWLRQVWKDWLQFOXGHVSHFLILFLQIRUPDWLRQDERXWWKHWKHUDSLVW¶V
participation:  
,¶PMXVJRQQDZDWFK\RXIURPLQfront (92). 
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There are shorter utterances that seem designed to encourage and project 
effortful patient participation, and that mark successful achievement of the 
activity:  
go on you can do it (.) there yer go (143). 
The therapist provides talk that indicates achievement and gives specific 
information about how performance is being judged: 
,¶PMXVJRQQDZDWFK\RXIURPLQfront yeah see how even 
everything is that looks good (92, 98) 
and she solicits information from the patient about subjective aspects of 
participation: 
G¶\RXIHHO then that you could take it from there into stan ding 
(104). 
 
$VSHFWVRIWKHSDWLHQW¶VUHVSRQVHVDOVRVKRZVLPLODUSDWWHUQVWRWKHSUHYLRXV
H[WUDFW6KHVKRZVDOLJQPHQWZLWKWKHWKHUDSLVW¶VSURSRVDOVDQGHYDOXDWLRQV
sometimes through her talk as in the following exchange:  
104 T G¶\RXIHHOWKHQWKDW\RXFRXOGWDNHLWIURPWKHUHLQWRVWDQ ding 
107 P yeah 
 
but predominantly through physical responses: she complies with each 
instruction, and displays keenness to participate correctly via her 
responsiveness.  For instance, when the therapist produces a corrective 
LQVWUXFWLRQDERXWDPRYHPHQWLQSURJUHVVWKHSDWLHQW¶VPRYHPHQWDQG
her facial expression convey the nature of her response (174): 
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165-177, simplified 
165 T and then do then doing exactly the rev:erse as you go down  
166 P                                                                                   starts to bend  
                                                                                  at hips 
   
  (0.3) 
   
170 T >so looking after both arms 
 P descending, affected hand and arm dangling 
   
  (1.5) 
174 P at 0.5, suddenly opens mouth and makes a very rapid movement  
of unaffected hand to catch hold of wrist of affected arm 
   
177 T WKDW¶V i:{t:    } 
 
7KHSDWLHQW¶VUHVSRQVHWRWKHWKHUDSLVW¶VLQVWUXFWLRQXWWHUDQFH>so looking 
after both arms (170) is somewhat delayed, perhaps because she does 
not initially grasp what is being asked, or because the action requires 
additional balance work.  When she does respond, she does so rapidly, and 
with a facial gesture that powerfully conveys awareness and realisation of her 
µHUURU¶7KHLQLWLDOOLQHVRIWKLVVHTXHQFH-6) show a patient response 
similar to those examined in the previous extract: the patient complies with 
the WKHUDSLVW¶VLQVWUXFWLRQGXULQJWKHFRXUVHRILWVSURGXFWLRQLQRYHUODSZLWK
it, i.e., promptly (see also 73-83).   
 
We now move on to examine the additional resources by which this patient 
and therapist develop and display understandings about treatment activities.  
The patient shows keenness to participate through actions not seen in the 
previous extract.  One striking aspect is that, in contrast to the first extract, 
this patient recurrently solicits verbal information from the therapist about the 
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activiW\DQGLWVWLPLQJ,QWKHIROORZLQJVHTXHQFHWKHSDWLHQW¶VVROLFLWLVDEULHI
glance to the therapist: 
 
79-85, simplified 
79 T and back up again  
 P starts to move upwards 
   
  (2.5) 
83 P JODQFHVWRWKHUDSLVW¶VIDFHRQFHXSULJKW 
   
85 T a right and again  
 
,QUHFRUGLQJVRIWKLVSDWLHQW¶VWUHDWPHQWVKHFDQEHVHHQUHSHDWHGO\WR
perform such glances, and occasionally verbal actions (see below), at similar 
junctures.  These recurrently result in therapist conduct of the type seen in 
the sequence above, i.e. talk that indicates to the patient what is expected 
next.  That is, these glances and verbal actions can be seen to function as 
VXEWOHµFKHFNV¶E\WKHSDWLHQWWKDWKHUSHUIRUPDQFHZDVFRUUHFW,QWKH
sequence above, her glance (83) conveys the pDWLHQW¶VLQWHUHVWLQWKH
WKHUDSLVW¶VYLHZDQGPD\SURPSWWKHWKHUDSLVW¶VQH[WLQVWUXFWLRQ18.  Examples 
of the patient verbally soliciting information from the therapist can be seen at 
line 27 and also in the following sequence: 
 
181-198, simplified 
181 T and slowly bending bending both yer kne:es: 
  (0.3) 
 T control it control it 
  (7.0) 
                                            
18. In training situations, next instructions regularly indicate that a prior action was completed 
satisfactorily (McHoul, 1985; Curley, 1998). 
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 P descends, but hesitant and  
does not descend all the way to sitting 
   
 P (and down) 
   
195 T =yeah and sit down yeah 
  (0.8) 
198 P bottom reaches bed 
 
The pDWLHQW¶VJODQFHVDQGYHUEDOVROLFLWVWKXVDSSHDUWRIRUPHIIHFWLYH
resources for seeking information and achieving understandings about the 
correct activity, and what is to come next.  We did not see the patient in the 
previous extract seeking information LQWKLVZD\7KHUHWKHSDWLHQW¶V
movement was guided, and it was argued that this restricted his participation 
because he followed rather than instigated movements.  In this extract, the 
SDWLHQWLVDEOHWRGLVSOD\PRUHµIXOO¶SDUWLFLSDWLRQE\LQLWLDWLQJand 
accomplishing movements by herself.  However, as the above sequence 
illustrates, when activities are performed independently of physical guidance, 
other challenges for achieving and displaying appropriate participation arise.  
:KHQWKHWKHUDSLVW¶VKDQGs are not in contact with the patient, an information 
source is lost and the patient uses different means to determine appropriate 
movement participation.   
 
:HQRZWXUQWRFHUWDLQIHDWXUHVRIWKLVWKHUDSLVW¶VFRQGXFW)RUPRVWRIWKH
sequence, she is not touching the patient; other means are used to 
communicate the nature of her own participation and that required of the 
patient.  These include gestures that elaborate and emphasise the sense of 
her talk (e.g. line 53 ± Volume 2, and Framegrab 4c, which is reprinted 
overleaf). 
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The therapist is also free to move around in the treatment space in a way not 
possible when continuous physical contact is required.  For instance in lines 
91-98 (Volume 2), the therapist moves on her wheeled stool so that she is in 
a position to watch the patient from in front, allowing her to see how even 
everything is (98).  The spatial repositioning takes place within the 
SDWLHQW¶VILHOGRIYLVLRQDQGLQGHHGWKHSDWLHQWORRNVDWWKHWKHUDSLVW
(Framegrab 4e, overleaf).  The therapist moves some distance away and 
clearly would not be able to offer physical assistance without further position 
change.  Thus, her posture and spatial position, and changes in these, form a 
resource by which the therapist indicates to the patient her part in the activity.  
Framegrab 4c, note WKHUDSLVW¶V
gesture 
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Another resource by which this therapist works to develop mutual 
understanding and to encourage participation is the incorporation of reasons 
for performing an activity within instructions: OK then OHW¶VORRNthen a:t: 
si:tting WRVWDQGLQJDVWKDW¶V!JRQQDEHRQHRIRXU goals(13).  In 
Chapter 6, we will examine talk about reasons underlying activities, including 
LWVUROHLQPRWLYDWLQJSDWLHQWV¶SDUWLFLSDWLRQ 
 
Besides talk, touch and gesture, a further resource therapists often use in 
developing understanding about the nature and methods of treatment 
activities is physical demonstration, sometimes described as modelling 
(Talvitie, 1996).  Another extract illustrates this additional aspect of 
WKHUDSLVWV¶LQVWUXFWLRQDOERG\PRYHPHnts. 
 
Framegrab 4e 
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S2Ph3PaHT3/11.58 
(Volume 2, pages 19-33) 
This extract will be examined several times in the thesis.  It involves a patient 
who had a relatively mild left-sided stroke sixteen days before.  Examination 
and treatment of his arm and hand have been the primary concern of the 
session so far.  During the full extract, a series of treatment activities involve 
the patient attempting to manipulate various objects in his affected hand.  
Problems and failures of performance are apparent, and their management 
wilOEHDQDO\VHGLQWKHQH[WFKDSWHU+HUHZHH[DPLQHWKHWKHUDSLVW¶VLQLWLDO
LQVWUXFWLRQVDQGWKHSDWLHQW¶VLQLWLDODWWHPSWVWRPDQLSXODWHWKHILUVWREMHFWD
beanbag.  As the sequence begins, the therapist returns to the treatment 
area having fetched an item for the patient to manipulate.  The patient is 
sitting on the treatment bed. 
18-37 
18 T picks up beanbag, walks in front of patient   
as she does so she looks down and turns beanbag over  
in her hand 
SDWLHQW¶VYLHZRIEHDQEDJLVEORFNHGE\WKHWKHUDSLVW's body 
19  (8) 
   
21 T is now in front of patient,  
holds beanbag out in front of his face and sits down 
                                                      holding beanbag in left hand 
                                                      looks down at it  
                                                     µZHLJKLQJ¶JHVWXUHRIEHDQEDJ 
22 T O .MXVWµDYHD go at (.) turning this (.)  
23 P                            looks at beanbag 
   
25 T         passes it to her right hand 
26 T just hold it in yer hand for me {(patient name)} 
 P                                                 {yeah               } 
   
 T starts to turn it one-handed using fingers and thumb 
her hand is across her body so it is positioned towards patient 
31 T I want you just to turn it over = 
 P = turn it over yes 
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T           has completed two turns and reaches it towards patient  
 T yeah {OK   } 
 P          {yeah} 
37 P           reaches out for it with both hands 
 
The first movement of the beanbag that the therapist can be seen to perform 
is not a demonstration, at least, not for the patient ± it is not in his field of 
vision (18) (Framegrab 4f, below).  It appears that the therapist is exploring 
the possibilities of activities with the bag.  
 
 
Framegrab 4f 
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At line 21 she is holding the beanbag in front of the patient, who clearly 
DWWHQGVWRLWZLWKKLVJD]H6KHGRHVDVPDOOµZHLJKLQJ¶PRYHPHQWRIKHU
hand, so that the beanbag moves up and down slightly.  This seems to be an 
µHPSKDVLVLQJ¶RUµVWUHVVLQJ¶JHVWXUH6FKHJOoff, 1984; Heath, 1992b), it is 
used several times over the whole sequence.  The gesture forms part of the 
demonstration in that it illustrates and emphasises the position of the 
beanbag, elaborating her talk at line 26.  This is another example of the 
regular pattern wherein a body movement precedes and is informative about 
a verbal instruction (see above, and Heath, 1986, 1992b; Jordan and 
Henderson, 1995).  Before demonstrating the actual turning movement, the 
therapist moves the beanbag into her other hand (25).  As a result, her rolling 
PRYHPHQWZLOOEHSHUIRUPHGLQWKHKDQGWKDWFRUUHVSRQGVWRWKHSDWLHQW¶V
affected hand, and therefore with the same directional orientation with which 
he will perform the activity.  She then demonstrates the turning movement 
(Framegrab 4g, overleaf) before moving the bag toward the patient, who 
takes it from her. 
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As the patient takes the bag, the therapist rapidly places her hands in her lap, 
and straightens her posture so she is no longer leaning towards him.  As in 
tKHSUHYLRXVH[WUDFWWKHWKHUDSLVW¶VVSDWLDOZLWKGUDZDOFRQYH\VLQIRUPDWLRQ
about her participation, indicating that her current activity is observing the 
SDWLHQWUDWKHUWKDQµKRYHULQJ¶UHDG\WRLQWHUYHQHDQGSK\VLFDOO\JXLGH 
 
However, the patient makes errors both in positioning the beanbag (44-50, 
below), and then in the actual turning activity (52 onwards).  The 
management of these failures is dealt with comprehensively in the next 
FKDSWHUKHUHZHIRFXVRQWKHWKHUDSLVW¶VSK\VLFDODFWLRQV:KHQWKH patient 
SRVLWLRQVWKHEHDQEDJHUURQHRXVO\WKHWKHUDSLVW¶VYHUEDOUHVSRQVHWRWKLV
error is oblique (see 47).  But her body movements are explicitly corrective 
(46) (Framegrab 4h, overleaf). 
Framegrab 4g 
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44-48 
44 P like that 
 P has positioned beanbag with long edge along his hand  
rather than across his palm  
  
 
46 T rapidly reaches left hand across towards beanbag,  
and leans in towards patient  
                PRYHVEHDQEDJVRORQJHGJHLVDFURVVSDWLHQW¶VSDOP 
(Framegrab 4h) 
47 T well (.) { yeah    sidew  } 
48 P             {or like that sorry}  
   
Thus, the therapist avoids direct verbal reference to and confirmation of the 
SDWLHQW¶VLQLWLDOSRVLWLRQLQJHUURUZKLOVWDWWKHVDPHWLPHXVLQJSK\VLFDO
means to attend to and correct it. 
Framegrab 4h 
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The patient now attempts to turn the beanbag, but executes a different 
movement to that which was demonstrated (Framegrabs 4i, 4j).   
 
 
Framegrab 4i 
Framegrab 4j 
 150 
7KLVWLPHERWKWKHWKHUDSLVW¶VWDONDQGKHUERG\PRYHPHQWGHDOZLWKWKH
problem directly:  
52-66, simplified 
52 P turns beanbag over by pronating forearm 
   
  (1.5)   
   
56 T leans in toward patient 
             holds her right hand out and moves fingers and thumb  
              in a rolling motion. Looks at her hand  
(Framegrab 4k, below) 
 T >no no just turning it over 
58 P              brings his right hand towards beanbag 
             ((no apparent moves to do the rolling action)) 
                    ORRNVWRWKHUDSLVW¶VKDQG 
   
 T reaches to take hold of beanbag 
(Framegrab 4l, below)  
 
P over 
 P has brought own right hand onto beanbag  
   
 T takes beanbag and places it flat in her left hand 
 T let me show you again 
66 P JD]HIROORZVWKHUDSLVW¶VKDQGV 
 
 
Framegrab 4k Framegrab 4l 
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Here then, the therapist initially demonstrates the correct movement without 
actually holding the beanbag (Framegrab 4k), buWWKHQµXSJUDGHV¶WKH
demonstration by taking the beanbag itself (in Framegrab 4l the therapist is 
taking hold of the beanbag ready to demonstrate with it).  This may be 
EHFDXVHWKHSDWLHQW¶VPRYHPHQWVDWOLQHGRQRWVXJJHVWWKDWKHLVDERXW
to perform the correct form of movement.  It is not possible to offer a definite 
H[SODQDWLRQIRUZK\VKHSHUIRUPVWKLVµIXOO¶GHPRQVWUDWLRQ¶KHUH+RZHYHU
there is evidence in other sessions that therapists use demonstrations at 
times when verbal and tactile clues to the patient have proved unsuccessful 
in achieving the movement the therapist evidently intends.  Subsequently 
(see Volume 2), the therapist demonstrates the movement again (75) as the 
patient watches.  The demonstrations serve to provide an evocative and 
effective way of instructing a patient in a novel and complex movement.  
Their functioning is facilitated by the spatial configuration of therapist and 
patient which allow both to see the activity, and allow rapid interchange 
between therapist demonstration and patient attempts.  This spatial 
configuration seems an important factor: consistent with these data, Talvitie 
(1996) found therapists used demonstrations when patients were sitting and 
standing, but not lying. 
 
When we return to this sequence in Chapter 5, we will see that the 
demonstration does not meet with great success: the patient attempts but 
cannot accomplish WKHµULJKW¶PRYHPHQW+RZHYHULQPDQ\RWKHUVHVVLRQV
GHPRQVWUDWLRQVDUHVXFFHVVIXOLQWKDWWKH\DUHIROORZHGE\SDWLHQWV¶
achievement of the demonstrated movement.   
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Extracts so far have mainly illustrated two forms of activity: those guided by 
WKHUDSLVWV¶SK\VLFDODVVLVWDQFHDQGWKRVHSHUIRUPHGE\WKHSDWLHQWXQGHU
instruction, without physical assistance.  One further form of treatment 
DFWLYLW\HQWDLOVDFWLRQVSHUIRUPHGXSRQSDUWVRIWKHSDWLHQW¶VERG\ZLWKZKLFK
WKHSDWLHQWGRHVQRWµMRLQLQ¶WKURXJKPXVFXODUHIIRUWV7KLVLVVHHQLQWKHQH[W
extract. 
 
S1Ph2PaHT3/11.44 
(Volume 2, pages 34-39) 
This extract occurs earlier in the session in which the beanbag sequence 
arises.  As the session starts, talk and physical examination concern the 
SDWLHQW¶VDIIHFWHGOHIWDUP$FWLRQVWKHQFKDQJHWRDUHFRJQLVDEOH
SK\VLRWKHUDS\WUHDWPHQWDFWLYLW\PRELOLVLQJWKHSDWLHQW¶VILQJHUDQGWKXPE
joints.  
 
$VZHHQWHUWKHH[WUDFWWKHWKHUDSLVWKDVMXVWILQLVKHGPRYLQJWKHSDWLHQW¶V
unaffected right hand, whilst he sat upright, looking forwards and to the 
middle-distance, and evidently allowing the therapist to move his arm 
(Framegrab 4m) 
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17-37, simplified 
17 T ri:ght OK: 
   
 T PRYHVWRSDWLHQW¶VOHIWVLGH 
                                  SLFNVXSSDWLHQW¶VOHIWDIIHFWHGKDQG 
21 T MXVWVHHLQ¶KRZWKH\ZRUNRQthat side 
   
 T ORRNVDWEDFNRISDWLHQW¶VVKRXOGHU 
                         takeVKROGRISDWLHQW¶VOHIWHOERZ 
                                  raising his left arm 
24 T FRPS^DUHGWR`ZKDW¶VKDSSHQLQJRQWKLVVLGH 
 P          {yes     } 
   
 T ORZHUVSDWLHQW¶VDUP 
 P mm 
29 P looks forward and down, middle-distance 
   
 
T 
climbs onto bed and moves behind patient 
UDLVLQJDQGORZHULQJSDWLHQW¶VDUP 
then changes grip, palpates left biceps and elbow 
  (15)   
33 
P 
looking forward, middle-distance,  
looks briefly down towards his arm when therapist changes grip 
Framegrab 4m 
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 T moves KDQGVVRERWKDUHRQSDWLHQW¶VDIIHFWHGKDQGDQGZULVW 
                                             glances up to him 
36 T h so where does it (.) fee:l stiff 
37 P                                 rapid, large amplitude head turn towards 
                                his affected arm 
                                               starts to reach over with 
                                               his right hand 
 
Fairly unusually for these data, the therapist provides an account for a 
recently performed activity± PRYLQJWKHSDWLHQW¶VULJKWXQDIIHFWHGKDQG
24).  It may be that she does so because attention to the unaffected side in 
therapy could be puzzling for the patient (c.f. S3Ph5PaNT2/2.25 in Chapter 
6).  As the therapist begins to examine his affected arm, the patient for the 
most part gazes into the middle-distance and downwards, and maintains a 
silent and slightly detached-looking demeanour (29,33, and Framegrab 4n, 
overleaf).  This pose is typical of patients undergoing physical examinations 
by clinicians (Heath, 1986, Chapter 5).  Heath argues that through these 
practices, the patient frees the clinician from any interactional obligations that 
would result from gaze or talk directed towards them, and that they thereby 
avoid disrupting thHFOLQLFLDQ¶VDFWLRQV$WWKHVDPHWLPHKHQRWHVWKDW
SDWLHQWVDUHRQO\³VHHPLQJO\XQLQYROYHG´SWKDWLQIDFWWKH\FORVHO\
PRQLWRUFOLQLFLDQV¶DFWLYLWLHVDQGDUHKLJKO\UHVSRQVLYHWRWKHLUDFWLRQV:H
see this in the sequence above where the seemingly passive patient glances 
towards the action when the therapist changes her grips (33), and is 
immediately verbally and physically responsive to her question at line 36 
(Framegrab 4o, overleaf).  
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Framegrab 4n 
Framegrab 4o 
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Notably in this extract during the part of the examination concerning the 
affected arm (after line 29), and in others involving treatment activities 
SHUIRUPHGXSRQSDWLHQWV¶ERGLHVE\WKHUDSLVWVWKHSDWLHQWGRHVQRWPDNH
µHIIRUWGLVSOD\V¶QRUGRHVKHVROLFLWLQIRUPDWLRQDERXWWKHDFWLYLW\,n avoiding 
WKHVHWKHSDWLHQWGLVSOD\VDµSDVVLYH¶IRUPRISDUWLFLSDWLRQWKDWDYRLGV
demanding any interactional response from the therapist (Heath, 1986, 
Chapter 5; Pilnick and Hindmarsh, 1999). 
 
,QRUGHUWRIXUWKHUDQDO\VHFRQGXFWGXULQJDFWLYLWLHVµSHUIRUPHGXSRQ¶SDWLHQWV
we now examine the transition from examination to treatment activity that 
occurs a short while later in this extract.  During the arm examination, the 
therapist adopts a series of different positions and postures as she moves 
the patiHQW¶VDUP$VTXHVWLRQVDQGDQVZHUVSHUWDLQLQJWRWKHH[DPLQDWLRQ
come to an end with a pause (75) and a summarising/confirming comment 
from the therapist (78), the therapist begins mobilising the finger and thumb 
MRLQWVRIWKHSDWLHQW¶VDIIHFWHGKDQG,n contrast to examination actions, she 
continues this activity for several minutes. 
 
74-102, simplified 
74 T DGMXVWVJULSRQSDWLHQW¶VKDQG 
75  (0.5)  
   
 T mobilisations19 RISDWLHQW¶VILQJHUDQGWKXPEMRLQWVVWDUW 
78 T mainly the hand 
 P                        looks down to his left hand and the therapist  
   
                                            
19
 0RELOLVDWLRQVDUHDWKHUDSHXWLFWHFKQLTXHLQZKLFKSDWLHQWV¶MRLQWVDQGRUPXVFOHVDUH
passively moved by the therapist in order to improve their flexibility. 
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81 T climbs off bed and sits down on it  
continues the mobilisations of his thumb joints as she moves 
  (2)  
83 P maintains  gaze down and forwards 
85 T KKLW¶VVWLOODOLWWOHELWswollen LQ¶WLW- >ave you been doin that  
 T massa:ge that we suggested 
 P ye:s yes 
   
 T PRELOLVLQJSDWLHQW¶VWKXPE 
  (1.5) 
 P ,¶YHEHHQGRLQWKHfinger exercise an that 
 T yeah 
   
 T mobilising fingers 
               turns head to look at patient 
102 T µDYHWKH27VVHHQ you 
 
The patient now adopts a position which he too maintains for some time: his 
trunk is rather flexed, and he looks downwards rather than towards his 
DIIHFWHGKDQGZKLFKWKHWKHUDSLVWLVWUHDWLQJKLVDUPLVµOHIW¶LQWKHWKHUDSLVW¶V 
hands (Framegrab 4p). 
 
Framegrab 4p 
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In this treatment activity sequence, the therapist continues one repetitive 
activity for some time.  This differs from the series of sequential activities 
typical in examinations (Heath, 1986, Chapter 5).  It is also different in that 
the therapist provides no commentary or explanation about what she is 
doing, and instead introduces talk on distinct topics: whether the patient has 
been doing a massage exercise (85), and whether he has seen the 
occupational therapists (102).  The separation of talk and body movement 
µWRSLFV¶LVRQHZD\LQZKLFKWKHVHWUHDWPHQWVSHUIRUPHGRQSDWLHQWVGLIIHU
from examinations (as well as from most other treatment activities in which 
SDWLHQWV¶SDUWLFLSDWLRQLVPRUHµDFWLYH¶/LNHWKHGRFWRUV+HDWKH[amined, 
therapists tend to talk very little during examinations, and if they do, the talk 
is about the object and processes of the examination.  In contrast, talk on a 
separate topic is common during mobilisations etc.  There may be practical 
reasons for this ± the repetitive, passive nature of the activities may require 
less concentration on bodily activity by both therapist and patient than during 
examination, thus allowing for talk on other topics.  Usually, though not 
invariably, the topic is treatment-related in some way; this may reflect an 
µHIILFLHQW¶XVHRIDYDLODEOHWKHUDS\WLPH)XUWKHUPRUHWKHUHPD\EH
interactional reasons for introducing verbal topics during these procedures.  
Medical situations where technical procedures are conducted on a paWLHQW¶V
body entail a delicate balancing of the demands of interacting with the patient 
as both person and object (Pilnick and Hindmarsh, 1999).  Talk on separate 
WRSLFVGXULQJµSDVVLYH¶WUHDWPHQWVPD\IRUPRQHZD\RIGHDOLQJZLWKWKHVH 
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4.2.1.1 Developing understandings in instruction-response 
sequences: summary  
In order to accomplish physiotherapy, patients and therapists need a mutual 
understanding of the methods and participation required for performance of 
treatment activities.  The basic resources by which therapists develop these 
understandings include: verbal instructions and evaluations, gestures, touch 
and physical guidance, spatial position changes, and demonstrations.  
Patients contribute to understandings through the nature and quality of their 
SK\VLFDOUHVSRQVHVDQGWKURXJKWKHLUWDON3DWLHQWV¶WDONZKHQLWRFFXUVLV
usually brief and consists of seeking elaboration or reassurance about what 
LVEHLQJGLUHFWHGRUUHVSRQVHVWRWKHUDSLVWV¶VROLFLWV,QWKHVHGDWDSDWLHQWV
very rarely question or resist instructions.   
 
We have described three broad modes of participation in physical treatment 
activities.  In these different modes, constraints upon and resources for 
development of understanding vary.  Sources of information about the form 
and timing of actions differ depending on whether the therapist is physically 
JXLGLQJSDWLHQWV¶PRYHPHQWVRUQRW:KHQWKHWKHUDSLVWLVQRWLQSK\VLFDO
contact, additional information about such things as the direction and timing 
of actions is conveyed thURXJKWKHUDSLVWV¶WDONDQGPD\EHVROLFLWHGE\
patients.  Another aspect that differs depending on the form of activity is the 
SDWLHQW¶VOHYHORILQYROYHPHQWDQGSDUWLFLSDWLRQ0RVWREYLRXVO\WKHLUSK\VLFDO
contribution to movements, and particularly the instigation of movements is 
reduced during guided activities, and is minimal in activities which the 
therapist performs upon them.  Where actions are performed on patients, 
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effort displays are rarely seen, and their participation consists of rendering 
thHERG\RUERG\SDUWDYDLODEOHDQGµSOLDEOH¶IRUWUHDWPHQWE\WKHWKHUDSLVW
7KLVFRQWUDVWVZLWKWKH
µNHHQ
¶DQGDFWLYHSDUWLFLSDWLRQVHHQGXULQJRWKHU
DFWLYLWLHV7KHPRVWµDFWLYH¶OHYHORISDUWLFLSDWLRQLVHYLGHQWGXULQJDFWLYLWLHV
wherein the therapist is not touching the patient.  When the therapist is 
physically guiding a patient, initiation of response by the patient is 
constrained because of the requirement for the patient to follow the 
WKHUDSLVW¶VPRYHPHQWV,QDQH[WUDFWWRIROORZVKRUWO\ZHZLll see that the 
GHPDQGVRIIROORZLQJWKHWKHUDSLVW¶VOHDGFDQFRQIOLFWZLWKWKHSURGXFWLRQRI
keen and rapid responses.   
 
It is rare for patients to ask direct questions about the overall form and nature 
of a treatment activity20.  It is also fairly rare for them to provide evaluations 
or comments about performance of the activity, unless these are solicited 
(and even then, they may be reluctant to evaluate, see Chapter 5, Section 
5.7).  When patients do initiate evaluations, in general this only occurs during 
activities which are not physically guided or performed by the therapist.  
 
                                            
20. Although there is no space to present examples, there are striking instances in the data 
where patients do ask direct questions about therapy-related activities.  These concern 
activities to be performed outside the sessions.  Therapists only rarely volunteer this 
information unsought, but there are several episodes in which they provide it in response to 
SDWLHQWV¶GLUHFWTXHVWLRQV 
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The general pattern throughout extracts examined so far in this chapter, and 
overwhelmingly within the data, is that therapists lead and orchestrate the 
treatment activities, and patients respond, follow, comply and show willing 
SDUWLFLSDWLRQ7KLVFRQGXFWUHIOHFWVDQRULHQWDWLRQWRWKHWKHUDSLVWV¶DXWKRULW\
and to keen and compliant conduct by patients.  Further examples will now 
highlight these orientations.  
 
4.2.1.2 ExtraFWVLOOXVWUDWLQJSDWLHQWV¶DQGWKHUDSLVWV¶RULHQWDWLRQV
WRWKHUDSLVWV¶DXWKRULW\ 
The following extract provides further illustration of the way that patients 
RULHQWWRWKHUDSLVWV¶DXWKRULW\WROHDGDQGRUFKHVWUDWHWUHDWPHQWDFWLYLWLHV
Towards the end of the treatment session which involved the beanbag, the 
therapist has proposed practising writing, and brings the necessary 
equipment into the treatment area, setting a table and paper in front of the 
patient, who is already holding the pencil in his left (affected) hand.  He 
makes an initial movement towards the paper.  However, he does not 
commence writing until specifically directed to by the therapist.  This is 
reminiscent of the hesitancy seen in the actions of Patient B as she sought 
WKHWKHUDSLVW¶VGLrection whilst practising rising from and descending to the 
treatment bed (S1Ph1PaBT2/11.08, this chapter).  Both patients seem to wait 
for some word or explicit sign from the therapist before instigating actions, 
even though general instructions have been given. 
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S2Ph3PaHT3/12.03 
1 T therapist comes into camera-view with  
a piece of paper in her hand, moves a table, 
puts paper on table  
2  (34) 
3 P as therapist puts paper down, patient looks towards it 
and reaches towards table edge as if to pull table towards him 
4   
5 T PRYHVWRZDUGVSDWLHQW¶VOHIWVLGH 
6 T WKDW¶V it 
7 P lowers his right hand and hutches body  
nearer edge of treatment bed 
8   
9  (4) 
10 P briefly reaches and adjusts paper with right hand 
11   
12 T        is now sitting down 
13 T µ.ZDQWWRµDYHD go 
14   
15 T at writing some thing (.) or: just 
16 P raises right hand to the paper, then places left hand, which holds  
the pencil, onto the paper 
17   
18 T GR\HU\HUVLJQDWXUHRUZKD¶HYHU« 
 
Thus although the patient seems to make some moves towards the table and 
paper (3, 7, 10), and although writing has been clearly proposed as a next 
activity (prior to this transcript), the patient does not initiate writing until the 
therapist gives a clear instruction (13-15).  In this and the previous extracts, 
the patient shows an orientation to responding to the therapist, rather than 
initiating activity by himself.   
 
9HU\RFFDVLRQDOO\LQFRQWUDVWWRWKHH[WUDFWVDERYHSDWLHQWVGRµWDNHWKH
OHDG¶FRPPHQFLQJPRYHPHQWVZKLFKDUHDSSDUHQWO\QHLWKHUHxpected nor 
directed by the therapist.  For instance, on three occasions (not shown due to 
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restrictions of space) patients begin to move from a sitting to a lying position.  
Therapists halt this through verbal and physical actions, and verbally 
sanction the patient, although in a jokey or gentle manner.  A similar pattern 
is seen in the following sequence, which features a patient initiating an 
activity.  On this occasion though, there is some prior instruction, but it 
EHFRPHVDSSDUHQWWKDWWKHWKHUDSLVW¶Vinstructions and guidance are 
LQFRPSOHWH7KHSDWLHQW¶VNHHQSURPSWFRPPHQFHPHQWRIDFWLYLW\PHDQVKH
DFWVZLWKRXWZKROO\IROORZLQJWKHWKHUDSLVW¶VGLUHFWLYH7KHH[WUDFWVKRZVLW
can be difficult for a patient to balance the demands of conveying keen 
participation with the demands of aligning and displaying an orientation to the 
leading role of the therapist.  This can result in loss of alignment and 
disruption of participation.  The extract also illustrates that misunderstandings 
about the nature of participation in a treatment activity receive immediate 
attention and repair.  
 
S3Ph4PaMT1/2.09 
(Volume 2, pages 40-43) 
Three minutes before the following sequence, the patient performed a 
repetitive exercise which involved sliding his affected hand forward on a table 
with physical guidance from the therapist.  No specific verbal instructions 
ZHUHJLYHQDWWKLVWLPHWKHWKHUDSLVW¶VGLUHFWLRQVZHUHWDFWLOH'XULQJKLV
performances, the patient flexed his body slightly as his arm slid forwards.  
The therapist then asked the patient to stop the activity.  We enter the extract 
after a short interlude of leg exercises.   
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1-17, simplified 
1 T KDQGLVRQSDWLHQW¶VOHIWKDQG 
 T al:ri:ght >are you happy standing there 
 P yeah yeah yeah                                                              
   
 T PRYHVFORVHUWRWKHSDWLHQW¶VVLGH 
places her right hand behind his left elbow,  
OHIWKDQGUHPDLQVRYHUSDWLHQW¶VOHIWKDQG 
 T OK 
  (2)   
11 T what about just 
  (4) 
  
Patient immediately starts to flex trunk, his left elbow flexes  
then hand starts to push forward a little, with a judder 
Therapist looks downwards, then turns head towards  
him and smiles soon after his hand movement has begun 
As therapist looks and smiles, patient stands straighter  
and draws arm back 
patient is looking down at hand throughout 
   
17 T ,KDGQ¶HYHQ said then$   
 
7KURXJKWKHSRVLWLRQRIKHUKDQGVRQWKHSDWLHQW¶VDUPWKHWKHUDSLVWVHHPV
to imply and project an activity similar to the previous arm exercise.  She 
produces a vague and incomplete instruction: what about just (11).  The 
patient immediately begins to perform the same arm movement he had done 
before, his arm sliding forwards and his trunk flexing slightly.  Thus, we see a 
SURPSWµNHHQ¶UHVSRQVHWRWKHWKHUDSLVW¶VLQVWUXFWLRQ+RZHYHUWKHSDWLHQW¶V
action is immediately marked as problematic by the therapist: ,KDGQ¶HYHQ
said then$ (17).  As the sequence progresses, it becomes clear that the 
therapist had intended a slightly different activity this time:   
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26-42, simplified 
26 T right >I want to try and mo:ve ye- arm (0.2) and at the moment 
 T \RX¶UHDFWXDOO\XVLQJVRU- of just moving yer body 
 P yeah  
 T h to move your arm 
 P mm 
 T OK so if you let me do it (.) >I just want to < IHHOZKDWLW¶VOLke 
42 P uh huh  
  
«7KHUDSLVWJRHVRQWRJXLGHSDWLHQW¶VDUPIRUZDUGV 
 
The misunderstanding seems to arise as a result of a mistaken expectation 
on the part of the patient that a foregoing exercise is to be precisely 
UHSHDWHG7KHWKHUDSLVW¶VLQLWLDO instruction seems to contribute to the 
misunderstanding, especially in the context of the prior activity.  Vague, 
XQILQLVKHGLQVWUXFWLRQVDUHQRWXQXVXDODQGRIWHQSDWLHQWVµJHWLWULJKW¶LQ
response to them.  There can be good reasons for an incomplete instruction, 
as we will see in the next chapter (Section 5.4.5), however in this extract it 
seems to contribute to misunderstanding.  Despite the initial 
PLVXQGHUVWDQGLQJERWKSDUWLHVVKRZRULHQWDWLRQWRWKHWKHUDSLVW¶VDXWKRULW\LQ
that the movement the WKHUDSLVWµZDQWHG¶WKDWLVWUHDWHGE\ERWKSDUWLHVDVWKH
correct one, and is subsequently performed.  Thus, by the end of this 
sequence, alignment and co-participation are restored.  
 
The orientations to the differing roles and actions of therapist and patient 
illustrated in all the above examples are pervasive throughout the data.  
+RZHYHURULHQWDWLRQWRWKHWKHUDSLVW¶VDXWKRULW\WRGHWHUPLQHZKDWLVGRQHLQ
WUHDWPHQWLVQRWFDVWLQVWRQHDQGSDWLHQWV¶FRPPHQWVDQGUHVSRQVHVGR
influence the agenda of treatment.  We will see some clear examples of this 
when we examine goal-setting (Chapter 6). 
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4.2.2 Managing lack of understanding and misunderstandings 
The previous extract illustrated the immediate attention and repair that a 
SDWLHQW¶VPLVXQGHUVWDQGLQJUeceives.   Such misunderstandings are 
uncommon in the data, but because they are so informative with respect to 
how parties orient to understandings in this area, we will examine one more 
example.  This time, it is the patient who makes her lack of understanding 
apparent, and who seeks its repair.   
 
S4Ph10PaRT3/10.24 
(Volume 2, pages 44-52) 
7KLVSDWLHQW¶VVWURNHRFFXUUHGGD\VEHIRUHDQGKDVPDLQO\DIIHFWHGKHU
right leg and her balance.  One minute before the start of the extract, the 
therapist finished a lengthy examination of the patient.  He then said: ZH¶OO
do some (.) little bit of balance work in standing, and the patient nodded.  
The therapist goes on to tell the assistant what she is to do during the 
standing practice.  The patient sits on the treatment bed, the assistant to her 
OHIWDQGWKHWKHUDSLVWLQIURQWVLWWLQJRQDVWRRODQGKROGLQJWKHSDWLHQW¶V
hands (Framegrab 4q, overleaf).  Prior to this extract, the general character 
RIWKHLULQWHUDFWLRQKDVVHHPHGµMRNH\¶RUOLJKW-hearted; previous activities 
have involved many verbal instructions and appear to have been performed 
smoothly and co-operatively.  This next activity seems more problematic.  
The body movement description in this transcript is quite complex, see 
Volume 2. 
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2-19, simplified 
2 T  right O K  
  (2) 
 T jus gent{ ly} 
11 P              ^G¶`\RXZDQWPHWRV- s:- 
  (3) 
19 T just follow my hands  
 
7KURXJKRXWWKHH[WUDFWWKHWKHUDSLVWUHSHDWHGO\GUDZVWKHSDWLHQW¶VKDQGV
and arms forwards (Framegrab 4q).  At a brief pause in the movements, soon 
after they have begun, the patient says G¶\RXZDQWPHWRV- s:- (11).  In the 
FRQWH[WRIWKHWKHUDSLVW¶VUHFHQWXWWHUDQFHDERXWSUDFWLVLQJEDODQFHLQ
standing, it seems likely that she is asking, albeit hesitantly, whether he 
Framegrab 4q 
 168 
wants her to stand up.  He does not speak and continues the movements, 
ZKLOHWKHSDWLHQW¶VIDFLDOH[SUHVVLRQDQGKHDG-shaking seem to indicate some 
exasperation (line 16 - Volume 2, and Framegrab 4q).  After a pause, the 
therapist responds but does not directly address whether the patient is to 
stand or not: just follow my hands  (19)21.  The forward and back 
movements led by the therapist continue, about 6 seconds later the therapist 
says jus wanna see how you move  (35).  The movements then continue 
largely in silence.  At one point (59 ± Volume 2), the therapist holds the arms 
RXWIRUORQJHUPRYHVKLVKHDGDQGVKLIWVKLVJD]HWRRQHRIWKHSDWLHQW¶V
knees.  As his head and gaze return to a more central position, the patient 
follows with her gaze, then asks a further question (64, below).  That is, she 
RQFHDJDLQWDNHVWKHRSSRUWXQLW\RIVRPHFKDQJHLQWKHWKHUDSLVW¶VDFWLYLW\WR
SURGXFHDWXUQDWWDONDVLVW\SLFDORIWKHWLPLQJRISDWLHQWV¶XWWHUDQFHVDQG
WKHLUDYRLGDQFHRIGLVUXSWLQJFOLQLFLDQV¶DFWLYLWLHs (Greatbatch et al., 1995; 
Heath, 1986). 
64-90, simplified 
64 P what am I tryin to do: 
  (0.5) 
72 T well  (.) you just follow my hands hah hah hah hah hah (.) 
 T ,¶PGH liberately not (.) telling you 
76 P mm hm  
  (1) 
86 T hah hah >which is ver\IUXVWUDWLQJLQ¶LW 
90 P =absolutely 
 
                                            
21. $SURFHGXUHVRPHWLPHVSHUIRUPHGLQSK\VLRWKHUDS\LVWRGUDZDSDWLHQW¶s hands forwards 
so far that they end up moving into a standing position.  Whilst it is not possible to discern 
WKLVWKHUDSLVW¶VLQWHQWLRQVLWPD\EHWKDWKHLVDWWHPSWLQJWRGRVR 
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,QFRQWUDVWWRWKHSDWLHQW¶VHDUOLHUTXHVWLRQKHUTXHVWLRQDWOLQHFRQFHUQV
what she is to do, rather than what the therapist is doing.  The therapist 
responds a little sooner, and acknowledges that he is not being explicit about 
the activity: well  (.) you just follow my hands hah hah hah hah hah (.) 
,¶PGH liberately not (.) telling you (72-+HDFNQRZOHGJHVWKHSDWLHQW¶V
feelings through laughter and further talk: which is ver\IUXVWUDWLQJLQ¶LW 
(86).  He then reproduces and elaborates slightly on his explanation of the 
activity: hh I just wanna see how you PRYHZKDW\RX¶UH hh 
tending to do hh (we-) (98-105 - Volume 2), although as before, this 
gives little information to the patient about what she is to do.  Soon after this, 
WKHDFWLYLW\FKDQJHVWRRQHRIH[DPLQLQJWKHSDWLHQW¶VKLSVDQGEDFN 
 
In summary, as in the previous extract, the misunderstanding seems 
associated with ambiguity of instructions, and with a context in which the 
patient may have expected a certain type of action.  The patient almost 
immediately orients to displaying her lack of understanding, and to seeking to 
rectify it through talk, gaze and facial expressions which convey affect: her 
face indicates frustration and unhappiness.  She thereby conveys an 
expectation that the therapist should provide her with this information.  He 
provides an account, albeit rather insubstantial, for not adequately conveying 
the nature of the activity, also he laughs ± seemingly in recognition of the 
RGGLW\RIWKHVLWXDWLRQ7KXVERWKSDWLHQW¶VDQGWKHUDSLVW¶VFRQGXFWVKRZV
they orient to establishing understanding about the nature of a treatment 
activity as something which is expected and usual.  Finally, it should be 
emphasised again that misunderstandings of this sort are uncommon in the 
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data because usually therapists and patients work to align and establish 
mutual understanding.  
 
4.3 Summary of interactional practices and patterns 
Therapists initiate and direct activities, in doing so they convey to patients the 
nature of therapy activities, and of the expected participation.  Patients 
UHVSRQGWRWKHUDSLVWV¶GLUHFWLRQVW\SLFDOO\LQDPDQQHUWKDWLVXQTXHVWLRQLQJ
that indicates keen co-operation, effortful participation, and a desire to 
SHUIRUPµFRUUHFWO\¶3DWLHQWVGLVSOD\DFRQFHUQWRVKRZWKHLUSDUWLFLSDWLRQDV
conscious, deliberate and keen22.  
 
The extracts illustrated that physiotherapists and patients use body 
movements to communicate multiple elements of their activity, both alongside 
and distinct from talk.  Their body movements, particularly in the way they 
foreshadow and project forthcoming actions, are central to the sustained, 
intimate co-ordination of interaction in physiotherapy.  Furthermore, they 
convey rich infRUPDWLRQDERXWWKHIRUPDQGTXDOLW\RIWKHSDUWLHV¶SDUWLFLSDWLRQ
including orientation to leadership and authority, compliance and motivation, 
and alignment in collaborative physical activities (Kendon, 1979; Jordan and 
Henderson, 1995).  Certain characteristics of body movements and the way 
                                            
22. ,QFRQWUDVWµGLIILFXOWSDWLHQWV¶WRZKRPWKHODEHOµXQPRWLYDWHG¶WHQds to be ascribed, often 
appear to respond very slowly to instructions, for instance, sitting still until very directly 
prompted.  Generally, they show less effort in terms of physical activity, and display less 
verbal and physical alignment with therapists.   
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they can function in interaction make them especially significant resources in 
physiotherapy.  Gesture, touch, demonstration and other bodily displays have 
special capacities for communicating physical, spatial and embodied ideas and 
activities (Kendon, 1985, Argyle, 1988, Heath, 1992b).  In addition, body 
movements can form a particularly subtle, tentative and potentially ambiguous 
interactional resource (Goffman, 1983; Heath, 1986, Chapter 2); they have the 
capacity to be less precise in their meaning than talk (Schegloff, 1984).  In 
addition, they are not (in most circumstances) oriented to as obliging response 
from their recipient in the way verbal actions generally are (Kendon, 1985).  
For these reasons, body movement is "often adopted as a medium of 
utterance where the utterer seeks to be less fully bound or officially committed 
WRZKDWKHRUVKHKDVWRVD\´ZKHUHVSHHFKPLJKWEHUHJDUGHGDVWRRH[SOLFLW
or indelicate" (Kendon, 1985, p223).  Therefore, as illustrated in this chapter, 
body movements are a well-suited resource for patients to communicate with 
therapists without interrupting them or obliging their response.  They thus form 
DUHVRXUFHE\ZKLFKSDWLHQWVPDLQWDLQDQRULHQWDWLRQWRWKHWKHUDSLVW¶VDXWKRUity 
to direct the actions without disturbance.  The next chapter (especially Section 
5.4.1) illustrates that therapists also use this delicate, tentative quality of body 
PRYHPHQWLQWKHZD\WKH\GHDOZLWKSDWLHQWV¶IDLOXUHVDQGPLVWDNHV 
 
We will now expand our analysis by relating the practices we have described 
to previous sociological descriptions and explications of conduct.  
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4.4 6RPHVRFLRORJLFDOLQVLJKWVLQWRSDWLHQWV¶DQGKHDOWKFDUH
SURIHVVLRQDOV¶FRQGXFW 
Having considered aspects of the physical form of physiotherapist patient 
interactions, we now turn to issues concerning the orientations and 
conventions that underlie them.  To do so, we turn to the work of two 
sociologists: Parsons (1951, 1975) and Goffman (1969, 1981b), both of 
whom described and analysed the interactional conduct of people with 
SK\VLFDOLQFRPSHWHQFHDQGRIWKRVHZKRWUHDWWKHP3DUVRQV¶ZULWLQJVRQ
SDWLHQWV¶DQGGRFWRUV¶FRQGXFWDQGKLVPRGHORIWKHVLFNUROHDQGSDWLHQW
role23 have been highly influential in the development of sociological 
understandings of the conduct of ill people and of healthcare agents.  We 
therefore begin by outlining his model and examining its relevance to our 
DQDO\VLVRISDWLHQWV¶DQGSK\VLRWKHUDSLVWV¶LQWHUDFWLRQDOFRQGXFW 
 
3DUVRQV¶FHQWUDOLQWHrest was in how societies come to be ordered and stable.  
Thus one of his concerns lay in understanding how conduct that is disruptive 
or potentially disruptive to social order is managed within society.  Illness is 
one such form of conduct because a social system needs healthy people if it 
                                            
23. 3DUVRQVSGHILQHVWKHVLFNUROHDVSHUWDLQLQJWRDOORIWKHLOOSHUVRQ¶VVRFLDO
activities, whereas the patient role particularly concerns being a recipient of a healthcare 
SURIHVVLRQDO¶VVHUYLFHV,QWKLVGLVFXVVLRQWKHWHUPVLFNUROH is used to encompass both 
elements.  
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is to function24.  As we mentioned in Chapter 3 (Section 3.3), he views social 
RUJDQLVDWLRQDVUHVWLQJXSRQLQWHUQDOLVHGQRUPVZKLFKGHWHUPLQHSHRSOH¶V
conduct. 
 
3DUVRQVQRWHVWKHµVSHFLDOWUHDWPHQW¶LOOSHRSOHUHFHLYHZLthin society: they 
are exempted from certain responsibilities and obligations (e.g. going to 
work) and are generally treated as deserving therapeutic assistance rather 
than condemnation and punishment.  He argues that the permissiveness 
afforded to ill people is dependent on their showing acceptance of certain 
responsibilities.  The sick role thus constitutes a configuration of exemptions 
and responsibilities (Parsons, 1951, 1975), which he outlines as: 
 An assertion and acceptance that the state of illness is not the fault of the 
sick person and is hence beyond his or her control.  The person is thus 
not expected to get well through their own decision or will. 
 An exemption from ordinary, everyday obligations and expectations.  
 An expectation (dependent on the severity of illness) that the person will 
seek assistance from some form of institutionalised healthcare agency.  
6HHNLQJWKLVKHOS³IXUWKHULQFOXGHVWKHDGPLVVLRQWKDWEHLQJVLFNLV
undesirable and that measures should be taken to maximize the chances 
tRIDFLOLWDWHUHFRYHU\RULIWKHFRQGLWLRQLVFKURQLF«WRVXEMHFWLWWRSURSHU
³PDQDJHPHQW´´3DUVRQVS 
 
                                            
24. If the benefits of illness (rest, relief from obligations including the obligation to productive 
work) were to outweigh pressures not to be ill, the long term result would be that society 
become unable to self-sustain (Dingwall, 1976). 
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Being exempted from certain responsibilities and receiving therapeutic 
assistance is thus contingent upon judgements (by others, including 
KHDOWKFDUHDJHQWVWKDWWKHSHUVRQ¶VFODLPWRLOOQHVVLVOHJLWLPDWHWKDWWKH\GR
not want to be ill, and that they co-operate with efforts to alleviate it.  In doing 
so, they show a commitment and allegiance to social stability and order. 
 
Likewise, ParVRQVH[SOLFDWHGWKHZD\WKDWKHDOWKFDUHSURIHVVLRQDOV¶UROHVDQG
actions entail a balance between permissions or rights, and responsibilities.  
They are recognised as certified experts who are entrusted with responsibility 
and authority in matters of health and illness.  Balancing this authority and 
trust is an obligation that they do all they can to assist the patient and 
alleviate their condition.  Also, that they afford understanding, support and 
encouragement to patients.  As we noted, this is contingenWRQSDWLHQWV¶FR-
operative efforts.  Parsons also proposed that healthcare agents form a vital 
element of social mechanisms for maintaining order.  For him, doctors, 
WKHUDSLVWVDQGRWKHUKHDOWKFDUHDJHQWVDUH³UHLQWHJUDWLYHIRUFHV´3DUVRQV
1951, p313) whose activities contribute to social orderliness. 
  
Applying these understandings to physiotherapist patient interactions, the 
patient is expected to do their best and to co-operate with therapeutic efforts; 
and in doing so to grant and accept the therapisW¶VDXWKRULW\$WWKHVDPH
time, the physiotherapist is obliged to assist and motivate the patient in the 
GLUHFWLRQRIµJHWWLQJEHWWHU¶DQGWRGRVRLQDPDQQHUWKDWFRQYH\VVXSSRUW
DQGXQGHUVWDQGLQJ)XUWKHUPRUH3DUVRQV¶DQDO\VLVH[SRVHVWKHVLJQLILFDnce 
RISK\VLRWKHUDSLVWV¶LQWHUSUHWDWLRQVRISDWLHQWV¶FRQGXFW6SHFLILFDOO\LQRUGHU
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to be supported, accepted and treated, patients need to provide evidence 
that they are genuinely disabled, and that their disability is unmotivated, i.e. 
not their fault nor something they could alleviate by themselves.  Likewise, 
they need to show co-operation with the therapist in working towards 
alleviation of disability.  Thus, in physiotherapy sessions, patients need to 
show that failures of physical competence are not just the result of failure to 
PDNHVXIILFLHQWHIIRUWVEXWDUHµJHQXLQH¶GLVDELOLWLHV,QWKLVFKDSWHUWKHVH
orientations to displaying both the genuineness of physical disabilities and of 
HIIRUWVWRDOOHYLDWHWKHPDUHPDQLIHVWHGLQSDWLHQWV¶GLVSOD\V of effort, of keen 
SDUWLFLSDWLRQDQGRIWKHLUGHVLUHWRµJHWLWULJKW¶ 
 
Therefore patients must exhibit sufficient incompetence to be recognisably in 
need of therapy, but must also show they are trying to overcome this 
incompetence through personal effort.  These two requirements are 
SRWHQWLDOO\FRQIOLFWLQJ7RRµVWURQJ¶DGLVSOD\RILQFRPSHWHQFHPLJKWVXJJHVW
IDLOXUHWRWU\7RRµVWURQJ¶DGLVSOD\RIWU\LQJPLJKWLPSO\WKDWWKHFRQGLWLRQLV
in fact remediable through their efforts alone.  Too strong a display of 
independent effort can also imply failure to co-operate and orient to the 
WKHUDSLVW¶VDXWKRULW\WRGLUHFWDFWLYLWLHV:HVDZDQH[DPSOHRIWKLVLQ
S3Ph4PaMT1/2.09 in which the patient was sanctioned for beginning an arm 
exercise by himself). 
 
3DUVRQV¶DQDO\VHVKDYHEHHQFULWLFLVHGRQVHYHUDOIURQWV+LVRULJLQDO
account of the model (Parsons, 1951) has been criticised for to failing 
adequately to consider the situation of chronic illness (Freidson, 1975).  He 
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answered these criticisms in a later explication of the model (Parsons, 1975).  
$UJXDEO\DPRUHIXQGDPHQWDOFULWLFLVPLVWKDW3DUVRQV¶FRQFHSWLRQRI
internalised and fixed rules and norms to which people conform in their 
behaviour is deterministic and incorrect (Wrong, 1961).  Likewise, his 
conception that people are generally driven to conform to these rules by their 
desire for approval has been criticised as inadequately accounting for human 
motivations and conduct (Freidson, 1975).  As discussed in the previous 
chapter, the underlying FULWLFLVPLVWKDW3DUVRQV¶PRGHOOHDYHVWRROLWWOHURRP
for human agency, and fails to address the way people reason and make 
decisions.  Parsons (1951) acknowledges that his model is based on ideal 
types and is thus somewhat abstract, and also asserts the importance of 
focusing on interactive processes in analysing the influences which shape 
SHRSOH¶VFRQGXFW 
 
7KLVEULQJVXVWR*RIIPDQ¶VGHVFULSWLRQVDQGH[SOLFDWLRQVRIFRQGXFWLQ
VLWXDWLRQVRISK\VLFDOLQFRPSHWHQFHDQGLOOQHVV,QFRQWUDVWWR3DUVRQV¶
ePSKDVLVRQWKHRU\*RIIPDQ¶VVWDUWLQJSRLQWFRQVLVWVRIHPSLULFDODQG
detailed observations of what people do.  His findings are consistent with 
PXFKWKDWLVSURSRVHGE\3DUVRQV¶PRGHOEXWDOVRHODERUDWHXQGHUVWDQGLQJV
RILOOSHRSOH¶VFRQGXFWEHFDXVHRIWhis emphasis on actual behaviour.  We 
EHJLQE\H[DPLQLQJKLVGHVFULSWLRQDQGH[SODQDWLRQRIµDEOH-ERGLHG¶SHRSOH¶V
responses to temporarily losing guiding control of their body, for instance 
when tripping up (Goffman, 1981b).  Goffman here focused on the 
vRFDOLVDWLRQVµRRSV¶HWFIUHTXHQWO\PDGHRQWKHVHRFFDVLRQV± which he 
WHUPHG³VSLOOFULHV´*RIIPDQUHPDUNHGWKDWEHFDXVHWKH\advertise the loss 
 177 
of control to others, these cries seem puzzling.  He argues that they 
nevertheless make sense in interactional terms.  This is because they both 
depict what happened as accidental and show that the actor knows it has 
happened.  In this way, they constitute an attempt by the person to insulate 
the loss of control from the rest of their behaviour.  That is, in showing 
recognition, the person who has made the error conveys it as not due to 
"some general defect in competence" (p102).  In showing it was non-
intentional, they show they are sufficiently competent to know what is normal, 
despite the current abnormality.  Their responses function to display that 
despite the lapse, they are competent at a wider or personal level; as 
Dingwall (1976) puts it, they convey that they are essentially competent. 
 
Besides exploring conduct when experiencing momentary failures of the 
body, Goffman (1969) also described the conduct of people with medical 
impairment and prolonged physical incompetence.  He remarked that the 
³LQWHUHVWLQJWKLQJDERXWPHGLFDOV\PSWRPVLVKRZXWWHUO\QLFHKRZXWWHUO\
plucky the patient can be in managinJWKHP´S+HQRWHVWKDWDOWKRXJK
WKH\DUHXQDEOHWRSHUIRUPYDULRXVPXQGDQHSK\VLFDODFWV³IRUHDFKRIWKHVH
deviations from normal social appearance and functioning, the patient will be 
DEOHWRIXUQLVKDFRPSHQVDWLQJPRGHRIDGGUHVV´S7KHVe 
µFRPSHQVDWLQJPRGHV¶HQWDLOVXFKWKLQJVDVDFFRXQWVDSRORJHWLF
demeanour, and belittling of difficulties and discomforts.  Compensating 
behaviours also involve embodied actions in the form of "physical 
cooperation that can be counted on" (p366).  Thus in their demeanour and 
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actions people in this situation display consistent, co-RSHUDWLYHµSOXFN\¶
helpfulness.  
 
7KURXJKWKLVWKH\FRQYH\WKDWWKH\GRQRW³will to be demanding and 
XVHOHVVDQGWKDWWKH\NQRZ³KRZWREHKDYHDQGZRXOGFHUWDLQO\EHKDYHWKDt 
way were [they] physically able" (p366).  That is, compensating behaviours 
serve to convey to others that incompetence is not wilful, that it is recognised, 
and that they are motivated to be competent if and when possible.  Goffman 
noted that through these means, people whose physical incompetence is 
marked and prolonged continue to express support and acceptance of what 
is counted as normal within their social group.  Thus their conduct contributes 
to social orderliness. 
 
In summary, Goffman found, as PaUVRQVSURSRVHGWKDWSDWLHQWV¶DFWLRQVDUH
shaped to convey the legitimacy of their claim to disability, and to indicate 
their commitment to efforts to alleviate it in co-operation with institutionalised 
healthcare agents.  Goffman additionally elucidated KRZSHRSOH¶VFRQGXFW
reflects an orientation to showing that despite their obvious physical 
disabilities they are nevertheless competent at some level.  Displaying 
µHVVHQWLDO¶FRPSHWHQFHHQWDLOVYDULRXVDFWLRQV7KHVHLQFOXGHVKRZLQJWKDW
one at least recognises the incompetence and thus knows what is normal, 
and displaying competence in other activities or at other levels.  These other 
levels may concern such things as cognitive and interactional abilities.  
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*RIIPDQ¶VGHVFULSWLRQRIKHOSIXOFR-operative conduct resembles the stroke 
SDWLHQWV¶NHHQDQGDOLJQHGSDUWLFLSDWLRQZLWKSK\VLFDOWUHDWPHQWDFWLYLWLHV
described in this chapter.  Additionally, his explication of the way that conduct 
LVGLUHFWHGDWRIIVHWWLQJDQ\LQWHUSUHWDWLRQRIDPRUHJHQHUDOµGHIHct in 
FRPSHWHQFH¶KHOSVH[SODLQHOHPHQWVRISDWLHQWV¶DQGWKHUDSLVWV¶FRQGXFWWKDW
we will observe in subsequent chapters.  Anticipating these findings, we will 
see that in dealing with failures of performance, both patients and therapists 
work to minimise the impact of the failure.  They engage in actions which 
work to avoid or minimise the exposure and impact of incompetence, and 
DOVRWHQGWRHPSKDVLVHSDWLHQWV¶RWKHUFDSDELOLWLHVDQGWKHLUµHVVHQWLDO¶
competence. 
 
:HKDYHQRWHGWKDW*RIIPDQ¶VGHVFULSWLRQVRISDWLHQWV¶FRQGXFWDQG
RULHQWDWLRQVDUHWRDFRQVLGHUDEOHGHJUHHFRQVLVWHQWZLWK3DUVRQV¶PRGHO
+RZHYHU*RIIPDQ¶VFRQFHSWLRQRIWKHH[SODQDWLRQRIWKRVHDFWLRQVZKDW
underlies them, differs considerably.  Where Parsons saw actions of ill 
people and healthcare agents as determined by internalised norms and rules, 
Goffman, along with others such as Garfinkel and the ethnomethodologists 
ZKRIROORZHGKLPVHHFRQGXFWDQGRULHQWDWLRQWRµQRUPV¶DQGµUROHV¶DV
locally and interactionally accomplished (see Heritage, 1984).  Thus, ill 
SHRSOH¶VµUROHV¶DUHFRQVWLWXWHGDQGHQDFWHGZLWKLQORFDOPLQXWH-to-minute 
interaction rather than derived from a body of external, a priori and regulative 
rules.  As argued in the previous chapter, this understanding of the local 
FRQVWLWXWLRQRIUROHVDQGRIWKHZD\SHRSOHµXVH¶UXOHVDVLQWHUSUHWLYHUDWKHU
WKDQUHJXODWRU\GHYLFHVSRLQWVWRWKHQHFHVVLW\RIREVHUYLQJSHRSOH¶V
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conduct, and through these observations explicating the orientations which 
shape that conduct.  This approach is followed in the current study.  We have 
already seen, and will see in subsequent extracts that patients and therapists 
do not blindly and uniformly follow one set of rules, and thus, conduct varies.  
However, variations are accountable and interpretable through a framework 
RIµUXOHV¶DQGSURFHGXUHV)RULQVWDQFHZHVDZWKHWKHUDSLVWDQGSDWLHQWLQ
([WUDFW63K3D57WUHDWLQJWKHWKHUDSLVW¶VUDWKHUXQXVXDOIDLOXUH
to establish mutual understanding of the activity in hand as accountable. 
 
4.4.1 Summary 
([WUDFWVLQWKLVFKDSWHUVKRZHGWKDWSDWLHQWVJHQHUDOO\IROORZWKHUDSLVWV¶
instructions and convey a demeanour of alignment and co-operation.  They 
respond promptly to instructions, use body movements, facial expression and 
vocalisation to cRQYH\HIIRUWIXOSDUWLFLSDWLRQDQGVKRZNHHQQHVVWRµJHWLW
ULJKW¶± checking this with the therapist through gaze and questions.  They 
WHQGQRWWRTXHVWLRQWKHUDSLVWV¶LQVWUXFWLRQVDQGPRVWO\DYRLGLQVWLJDWLQJRU
determining activities by themselves25.  This keen, co-operative participation 
serves several functions.  Through it patients show they are sufficiently 
competent to recognise that their conduct needs remediating, and display 
motivation to return to normal physical abilities.  Showing such motivation 
                                            
25
 :KHQWKHVHDUJXPHQWVDUHUHIHUUHGWRLQIRUWKFRPLQJFKDSWHUVWKHWHUPµJRRG
SDWLHQWKRRG¶ZLOOIRUPDVKRUWKDQGZD\WRUHIHUWRWKHFRQILJXUDWLRQRISDWLHQWV¶EHKDYLRXUV
and orientations described here.  This term is derived from its XVHE\0XUSK\HWDO¶V
when discussing how patients convey themselves in their accounts. 
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also counters the possible impression that current incompetence is intended 
or desired.  In treating therapists as the leaders and orchestrators of 
WKHUDSHXWLFDFWLYLWLHVSDWLHQWVH[KLELWRULHQWDWLRQWRWKHUDSLVWV¶DXWKRULW\WR
judge what counts as normal, competent physical conduct and to determine 
how this is to be achieved. 
 
7KHDERYHGLVFXVVLRQKDVPRVWO\IRFXVHGRQSDWLHQWV¶FRQGXFW7KLVUHIOHFWV
HPSKDVHVZLWKLQ*RIIPDQ¶VZRUNDQGWRDOHVVHUH[WHQWWKDWRI3DUVRQV
However, the sociological perspectives examined above actually elucidate 
the conduct of both parties.  The data show that portraying the patient as 
genuinely disabled but nevertheless making efforts to alleviate disability is a 
FROODERUDWLYHDFKLHYHPHQWDVLVSDWLHQWV¶PRWLYDWLRQ In practical terms, this 
collaboration entails even simple details of conduct.  For example, a therapist 
LQWHUDFWLRQDOO\FRQVWUXFWVFROODERUDWLRQWKURXJKXVLQJWKHZRUGµZH¶UDWKHU
WKDQµ\RX¶ZKHQWDONLQJDERXWDFWLYLWLHV$IXUWKHUH[DPSOHRIFROODERUDWion is 
the way that both therapists and patients work to make effort recognisable by 
µVKDULQJ¶IDFLDOH[SUHVVLRQVRIUDLVHGH\HEURZVDQGDXGLEOHH[KDODWLRQV
towards completion of a difficult activity.  Likewise, both therapists and 
patients work towards thHLQVXODWLRQRISDWLHQWV
FRQGXFWIURPµZLGHU
LQFRPSHWHQFH¶)RULQVWDQFHZKHQSDWLHQWVPDNHHUURUVLQWKHLUSK\VLFDO
performance, both patients and therapists produce accounts for these that 
are formulated in such a way as to counter implications that they reflect more 
general defects in competence (for concrete examples, see next chapter).   
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The constant and collaborative nature of these activities illustrates how the 
SDUWLFLSDQWV¶FRQGXFWDQGUROHVDUHFRQWLQXRXVO\FRQVWUXFWHGWKURXJK
practical, interDFWLRQDOZRUN7KLVZRUNZRXOGQRWEHQHFHVVDU\LISDWLHQWV¶
DQGWKHUDSLVWV¶FRQGXFWZDVWKHDXWRPDWLFSURGXFWRILQWHUQDOLVHGQRUPVDQG
rules.  Physiotherapy is not a situation in which fixed rules and roles govern 
ZKDWKDSSHQVDQGWKXVDXWRPDWLFDOO\µPDNH¶SDWLHQWVHIIRUWIXODQGWKHUDSLVWV
encouraging.  Rather, by collaborative talk, body movements and actions 
they both show and make physiotherapy a situation in which the patient is 
effortful and the therapist encourages and directs.   
 
In conclusion, PDUVRQV¶DQG*RIIPDQV¶VRFLRORJLFDODQDO\VHVKHOSHOXFLGDWH
the conduct described in this chapter.  We have given notice that they will 
also illuminate conduct encountered in forthcoming chapters.  With respect to 
the current chapter, these analyses show the interactional significance of 
SDWLHQWV¶HIIRUWGLVSOD\VDQGRIWKHYHUEDODQGSK\VLFDODFWLRQVE\ZKLFK
therapists work to motivate and encourage patients.  We have also observed 
the constant and collaborative nature of the interactional accomplishment of 
µZRUNLQJKDUGLQSK\VLRWKHUDS\¶RIµEHLQJPRWLYDWHG¶DQGRIWKHWKHUDSLVW¶V
authority.  We argued that this indicates that rather than conforming to fixed, 
a priori roles and norms, patients and therapists constitute and enact their 
roles through local collaborative activity.  
 
4.5 The collaborative nature of orientation to authority 
As we noted in the literature review chapter, the significance of displaying 
HIIRUWFRPSHWHQFHDQGDOOHJLDQFHWRUHWXUQLQJWRµQRUPDOLW\¶KDYHQRWJRQH
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unnoticed by researchers of rehabilitation and physiotherapy.  Some have 
suggested that professional authority and an ideology of functional 
LQGHSHQGHQFHDUHLPSRVHGXSRQSDWLHQWVLQVXFKDZD\DVWROLPLWSDWLHQWV¶
self-determination (Gold, 1983; Kaufman and Becker, 1986; Jongbloed, 
3DUVRQV¶DQG*RIIPDQ¶VYLHZDQGWKHHYLGHQFHRIWKLVDQGRWKHU
conversation analytic studies, suggest a more complex picture; in particular 
that these allegiances to independence and perseverance and to the 
WKHUDSLVW¶VDXWKRULW\DUHnot imposed by therapists, but collaboratively 
produced by both parties.   
 
7KLVLQWHUDFWLRQDODFKLHYHPHQWRIDXWKRULW\KDVEHHQFOHDUO\DQGµWHFKQLFDOO\¶
explicated (Maynard, 1991b) by a systematic and substantial body of CA 
studies of conduct in healthcare settings.  Several of these have examined 
ways that medical authority and control is manifest in interactional conduct; 
grounding their analyses in detailed examination of recurring patterns of 
conduct in actual interactions (e.g. Heath, 1986a, 1992a, 1997; Frankel, 
1996; Peräkylä, 1998; Pilnick, 1998).  In contrast to analyses that stress the 
one-sidedness of professional control, such as the rehabilitation studies 
referred to in Chapter 2, this research has emphasised the complex array of 
demands upon both doctors and patients that characterise consultations.  
These studies acknowledge the existence of asymmetries of knowledge and 
activity between doctors and patients, but do not regard this as manifested 
solely in the exercise of professional control over patients.  They show 
empirically that patients design their utterances and conduct so as to 
FRQWULEXWHWRPDLQWDLQLQJWKLVFRQWURODQGDXWKRULW\WR³V\VWHPDWLFDOO\
 184 
SUHVHUYHWKHGLIIHUHQWLDO´EHWZHHQWKHLUXQGHUVWDQGLQJVDQGWKRVHRIWKH
doctor  (Heath, 1992a, p258).  They also show that doctors do not treat their 
authority as automatically given.   
 
Before examining some findings of the CA studies, we will explore the central 
DUJXPHQWVRIWKHPRUHµWUDGLWLRQDO¶DQGFULWLFDOYLHZRISURIHVVLRQDODXWKRULW\  
Sharrock (1979) has summarised this view: 
"The professional is seen as being concerned to assert and sustain 
KLVGRPLQDQFHRYHUWKHSDWLHQW«RUJDQLVLQJWKHHQFRXQWHUWRSUHYHQW
(virtually) the patient speaking any more than an absolute minimum, 
manipulating information and withholding it unnecessarily in order to 
back up his advantageous position in the interaction" (p133). 
Alongside the assumption that clinicians unilaterally impose control and 
dominance, there is also an assumption that if patients were only allowed to 
speak, then they would have more to say.  Also, according this perspective, 
WKHSURIHVVLRQDO¶VFRPPXQLFDWLRQSUDFWLFHVHVSHFLDOO\WKHLUTXHVWLRQLQJ
formats (Maynard, 1991b) are regarded as the means by which their 
authority is imposed.  This view, more or less strongly held, underlies several 
studies and reviews of physiotherapy and stroke rehabilitation (e.g. Kaufman, 
1988; Stachura, 1994; Dahlgren, 1998; Williams and Harrison, 1999).  For 
instance, Thornquist (1994a), analysing physiothHUDSLVWV¶LQWHUDFWLRQVZLWK
patients, concludes that: "therapists controlled the content and form of the 
dialogues so that the patient's own version was allowed little place" (p707).  
This view of how therapist patient interactions function is also implied more or 
less directly in the tone of recommendations for communication practice 
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made in some studies (e.g. Partridge, 1994; Thornquist, 1994a), and 
formulated by professional bodies (ACPIN, 1995; CSP, 2000).  All these urge 
therapists to give patients more opportunities to speak and to avoid 
GRPLQDWLQJWKHP6KDUURFNGHFRQVWUXFWVWKLVµWUDGLWLRQDO¶YLHZRI
medical authority from a theoretical standpoint.  He acknowledges that some 
sort of interactional control is in operation in these encounters, particularly in 
FRQVWUDLQLQJSDWLHQWV¶DFWLRQV+RZHYHUKHDVVHUWVWKDWVWUXFWXUHVRIWDONDUH
QRWDSDUWLFXODUO\VWURQJFRQVWUDLQWDQG³FRXOGQRWFRQWDLQRUFRQWURODQ\RQH
who genuinely wanted to raise the topic and was willing to try to get answers 
to WKHLUTXHVWLRQV´S7KXVVRPHRWKHUIRUPRIFRQVWUDLQWPXVWRSHUDWH 
  
In summary, one influential analysis of medical interactions holds that 
professionals unilaterally impose dominance and authority over patients, and 
further, that patients have more to say, but do not say it because they are not 
given opportunities to do so.  However, it has been argued that the 
communication patterns by which this dominance is said to be imposed are 
relatively weak constraints and would not be sufficient to silence patients 
were they determined to speak. 
 
Besides theoretical arguments, there are also empirical findings from close 
DQDO\VHVRIDFWXDOLQWHUDFWLRQVWKDWFRQWUDGLFWWKHSURSRVDOVRIWKHµWUDGLWLRQDO¶
view of authority.  These analyses concur with some aspects of the traditional 
YLHZLQWKDWWKH\WRRKDYHIRXQGWKDWRYHUZKHOPLQJO\SDWLHQWV¶LQWHUDFWLRQDO
contributions to medical interactions are constrained in certain directions, and 
that interactions are fundamentally asymmetrical.  However, they do not 
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concur with the view that these constraints originate solely from, and are 
unilaterally imposed by clinicians.  Instead, they find that parties mutually 
FROODERUDWHLQFRQVWUXFWLQJSURIHVVLRQDOV¶DXWKRULW\DQGKHQFHWKH
asymmetrical nature of the interaction (Maynard, 1991b; Heath, 1992a; 
Pilnick, 1998).  Turning to some specific examples: it has been shown that 
even when provided with opportunities to do so, patients rarely ask 
questions, interject, or express direct disagreement following provision of 
diagnoses (Heath, 1992a; Peräkylä, 1998).  Nevertheless, patients do at 
times make demands upon the doctor: seeking further information (ten Have, 
HQFRXUDJLQJWKHGRFWRU¶VDWWHQWLRQ+HDWKDQGHQFRXUDJLQJ
certain lines of enquiry and diagnostic conclusions (e.g. Maynard, 1991a).  
However, when patients perform such activities, they regularly do so through 
subtle and covert devices, which mitigate the directness of these actions, and 
PLWLJDWHDQ\LPSOLFDWLRQRIFKDOOHQJHWRWKHGRFWRU¶VDXWKRULty (e.g. ten Have, 
1991; Frankel, 1996).  That is, patients pervasively constrain their own 
interactional activities, and apparently do so even when explicit opportunities 
are provided for alternative conduct; nevertheless, they do make demands 
upon clinicians, such as for their attention, or for a diagnosis. 
 
The conversation analytic studies mentioned above have contradicted 
assertions that patients are passive within interactions; that they would say 
more if they could; and that constraints on their conduct are unilaterally 
imposed by clinicians.  The data examined in this chapter follow a similar 
SDWWHUQ)RULQVWDQFHDQDO\VLVVKRZHGWKDWHYHQZKHQWKHUDSLVWV¶
instructions are couched in tentative rather than authoritative terms, such that 
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questioning them would be relatively easy in interactional terms, most 
patients comply with instructions without questioning or resistance.  
Additionally, we saw that patients do on occasion question therapists, albeit 
tentatively and indirectly (Extract S4Ph10PaRT3/10.24).  Patients are not the 
passive, downtrodden participants portrayed by some analyses, rather, they 
actively employ varied and subtle verbal and physical resources to express 
their views and get their interactional needs met, whilst also upholding 
medical authority (e.g. ten Have, 1991; Heath, 1997).   
 
$UJXPHQWVWKDWSDWLHQWVDUHµIRUFHG¶WREHSDVVLYHH[WHQGWRSK\VLFDODVSHFWV
of interactions.  For instance, therapists have been criticised for focussing on 
SDWLHQWV¶ERGLHVRULVRODWHGSDUWVWKHUHRI µREMHFWLI\LQJ¶SDWLHQWVZKLOVW
neglecting psychological and social aspects of their experiences and 
complaints (Chapter 2, Section 2.1.1.1).  However, when we analysed 
conduct during treatments performed upon patients (e.g. 
S1Ph2PaHT3/11.44), we observed that patients actively control their body, 
transforming themselves into phenomena under inspection (Heath, 1986a, 
1992a).  This contrasts with perspectives that see the transformation of 
patients into bodies for inspection as purely the result of the actions and 
perspective of the professional. 
 
+DYLQJFRQVLGHUHGSDWLHQWV¶FRQGXFWDVSURSRVHGE\WKHµWUDGLWLRQDO¶YLHZ
DQGDVREVHUYHGE\VWXGLHVRIDFWXDOFRQGXFWZHQRZWXUQWRFOLQLFLDQV¶
conduct and the argument that they unilaterally impose their authority.  
Another CA study (Peräkylä, 1998), has shown that this view of authority is 
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QRWERUQHRXWE\FOLQLFLDQV¶DFWXDOFRQGXFW3HUlN\OlVKRZHGWKDWGRFWRUV
regularly treat themselves and their medical actions, specifically their 
diagnostic reasoning and diagnosis, as accountable to patients.  He argues 
that doctors treat patients as understanding recipients, and treat their own 
professional authority as requiring warrant and substantiation through 
ensuring that reasons underlying their diagnoses are available to patients.  
Other studies have shown that doctors vary and change their communication 
in response to the situation and expressed views of patients (e.g. Maynard, 
E+HDWK&OLQLFLDQV¶FRQGXFWWKXVVHHPVXQGHUJUHDWHULQIOXHQFH
by patients than is suggested by the traditional view, and they do not treat 
their own authority as given and automatic as has been suggested.  We shall 
VHHVXEVHTXHQWO\LQWKLVWKHVLVWKDWWKHSK\VLRWKHUDSLVWV¶FRQGXFWVXJJHVWV
the same orientation to warranting rather than imposing their authority.  For 
LQVWDQFHLQWKHQH[WFKDSWHUZHZLOOVHHWKDWZKHQDVVHVVLQJSDWLHQWV¶HUURUV
of performance, therapists do not authoritatively and directly pronounce their 
evaluations, but in various ways account for production of critical 
assessments, particularly by proposing associated remedies.  Even when 
producing positive assessments, therapists regularly provide elaboration that 
details the evidence underlying their assessments. 
 
A further element of the re-examination of the nature of asymmetry in clinical 
interactions entails the proposal that the interactional patterns seen 
(asymmetrical contributions, and sparseness of information provision by 
FOLQLFLDQVDULVHEHFDXVHWKH\DUHµLQKHUHQWO\IXQFWLRQDO¶VHHWHQ+DYH
footnote1).  Maynard (1991b) proposes, and examines data which 
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GHPRQVWUDWHWKDW³DV\PPHWU\DQGRWKHUIHDWXUHVRIFOLQLFDOGLVFRXUVH«
GHULYHSDUWO\IURPSDUWLFLSDQWV¶LQGLJHQRXVUHVROXWLRQRILQWHUDFWLYHSUREOHPV´
(p449).  Thus, it is argued that the patterns arise at least in part because they 
provide the most efficient way of dealing with the practical clinical objectives at 
hand.  We would suggest that there is evidence for this in the organisation of 
conduct observed in the physiotherapy data.  For instance, the patterning of 
instruction-response sequences allows for activities to be rapidly and efficiently 
instituted and sustained during sessions in a way that would not be possible 
were patients to pass comment more, or question instructions, or propose and 
initiate activities themselves.  Further extracts in subsequent chapters will also 
LOOXVWUDWHWKDWµSUDFWLFDOFOLQLFDOREMHFWLYHV¶LQWHUPVRIWKHSHUIRUPDQFHRI
treatment activities can be interrupted or disrupted if there is substantial 
dialogue between therapists and patients at these times (for instance lengthy 
explanation and information giving about activities and abilities), that is, that 
JUHDWHUGLDORJXHFDQPDNHIRUOHVVµHIILFLHQW¶DFKLHYHPHQWRIVRPHFOLQLFDO
activities. 
 
Findings of detailed studies of actual interactions show that the medical 
control and asymmetry visible therein are enacted and constituted by the 
collaborative actions of both parties (ten Have, 1991; Pilnick, 1998).  Also 
WKDWWKHGHJUHHRIDV\PPHWU\DQGRISDWLHQWV¶LQWHractional contributions 
varies in extent both within and between encounters (ten Have, 1991; Pilnick, 
1998).  Rather than being the malign force assumed by the traditional view, 
authority and asymmetry are a necessary element of medical interactions.  
This is because they fundamentally underpin the logic or rationale of seeking 
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DQGFRPSO\LQJZLWKKHDOWKFDUHSURIHVVLRQDOV¶DVVLVWDQFH+HDWKD
2YHUWO\UHVLVWLQJSK\VLRWKHUDSLVWV¶LQVWUXFWLRQVDQGDVVHVVPHQWVZRXOG
inevitably undermine the point of and grounds for participating in 
physiotherapy.  Both parties collaborate in establishing authority, with the 
asymmetry that entails, because both have an interest in upholding authority.  
Upholding authority is not only important for maintaining the rationale of 
participation; it is also associated with the management of physical 
incompetence as we will discuss further later in this thesis (especially in the 
final chapter).  Additionally, the associated patterns of conduct appear to 
represent efficient means for both therapists and patients to achieve practical 
clinical tasks. 
 
Ten Have (1991) points out that underlying the critical view of medical 
LQWHUDFWLRQVLVDQDVVXPSWLRQRIWKH³PRUDOLW\RIHTXDOLW\´S- that more 
symmetrical forms of interaction are somehow preferable.  He points out that 
asymmetry, and interactional dominance by the clinician is in fact a quite 
µQDWXUDO¶DQGXQDYRLGDEOHSDUWRIWKHVHLQWHUDFWLRQVEHFDXVHERWKWKHWRSLF
WKHSDWLHQW¶VUDWKHUWKDQWKHFOLQLFLDQ¶VKHDOWKDQGWKHWDVks of the respective 
parties are asymmetric.  As we have seen throughout this chapter, 
SK\VLRWKHUDSLVWV¶DQGSDWLHQWV¶WRSLFVDQGWDVNVGXULQJSK\VLRWKHUDS\GLIIHU
It has perhaps seemed rather simplistic to labour this point, but it is important 
to do so EHFDXVHLWVHHPVWKDWWKHDVVXPSWLRQRIWKHµPRUDOLW\RIHTXDOLW\¶
underlies many of the recommendations for good communication practice.  
This assumption is blind to the unavoidable and abiding asymmetries of the 
situation of clinicians and patients.  The recommendations are thus founded 
 191 
on a false premise, and this limits the compatibility between their guidance 
and the circumstances of actual interactions.  Inevitably then, their 
applicability to practice is severely limited.  If recommendations were to take 
into account these elements of inequality, but also that the associated 
asymmetry and therapist control are variable in extent, then their stipulations 
would be able to address more specifically how patients could be 
encouraged to participate and be involved in clinical interactions and 
decision-making (see Chapter 7, Section 7.2.4.2).   
 
4.6 Relationship between observed practices and the 
recommendations for practice 
We will now reflect on how actual conduct compares to recommendations for 
good practice.  The recommendation that mutual understanding is 
established between therapist and patient is almost inevitably fulfilled with 
respect to understanding the nature of treatment activities and of expected 
participation in them, because this understanding is necessary for 
SHUIRUPDQFHRIWKHUDS\LWVHOI/LNHZLVHSDWLHQWV¶LQYROYHPHQWZKLFKLV
strongly emphasised by the recommendations, is essential to performance of 
the activities.  We have shown how, even during treatments in which patients 
seem relatively passive, they are in fact interactionally active and involved.  
 
However, other aspects of practice seem inconsistent with the 
UHFRPPHQGDWLRQVDERXWHQVXULQJSDWLHQWV¶XQGHUVWDQGLQJDQGLQYROYHPHQW
Obstacles to implementing recommendations are presented by the mutual 
RULHQWDWLRQWRWKHWKHUDSLVW¶VDXWKRULW\WRGHWHUPLQHDQGFRQWUROWKHDFWLYLWLHV
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WKDWDUHSHUIRUPHGDQGWRWKHSDWLHQW¶VUROHDVNHHQFR-operative, aligned 
responder to instructions.  Also (as we will see more clearly in the following 
FKDSWHUE\WKHRULHQWDWLRQWRWKHWKHUDSLVW¶VUROHLQOHJLWLPDWLQJWKHQDWXUHRI
WKHDSSDUHQWLQFRPSHWHQFHDQGWKHSDWLHQW¶VUROHLQGLVSOD\LQJERWKWKH
genuineness of the incompetence, and their commitment to remediating it.  
The mutual orientation to WKHWKHUDSLVW¶VDXWKRULW\UHVWULFWVWKHGHJUHHRI
patient involvement and incorporation of patient preferences into treatment 
content.  It makes for a situation of dependence on the therapist, which is 
contrary to the recommendations.  The patient is clearly not treated as an 
equal to the therapist with respect to determining what, when and how 
DFWLYLWLHVDUHSHUIRUPHG:HREVHUYHGDUHVWULFWLRQRISDWLHQWV¶WDONDERXW
activities, and that they rarely initiate actions themselves, also that the 
degree of this restriction varies depending on the type of treatment activity.  
$VVKRZQE\WKHH[WUDFWVSDWLHQWV¶WDONDSSHDUVPRUHFRQVWUDLQHGZKHQ
activities involve physical guidance of the patient by the therapist than when 
movements are performed with the theraSLVW¶VµKDQGVRII¶3DWLHQWV¶
contributions are even more constrained when the treatment involves actions 
that therapists perform upon the patient.  It seems patients avoid taking any 
action which might be read as commenting on the performance and activities 
of the therapist. 
 
In summary, data showed that therapists are treated by both parties as the 
leaders in this area of interaction, and that patients recurrently orient to being 
keen and co-operative followers of instructions, rather than instigators of 
activities.  Thus their roles and their interactional actions and opportunities 
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are inevitably different, and this must conflict with the recommendation that 
patients should be treated as equals, and must also affect the degree of their 
involvement.  Indeed, careful consideration of the situation of physiotherapy 
raises questions as to whether treating patients as equals is a feasible or 
appropriate recommendation (see Chapter 7). 
 
Some of the specific communication practices described in this chapter run 
FRXQWHUWRUHFRPPHQGDWLRQV,QSDUWLFXODUWKHUDSLVWV¶DPELJXRXV
instructions may limit establishment of mutual understanding.  In the next 
chapter (Section 5.4.5), we will examine further sequences involving vague, 
ambiguous instructions, and discuss them in more detail.  Also, we have 
VKRZQWKDWSDWLHQWV¶LQYROYHPHQWLVPRUHOLPLWHGGXULQJWUHDWPHQWDFWLYLWLHV
where the therapist is touching the patient.  One might suggest that this form 
of activity should therefore be avoided.  However, tactile guidance RISDWLHQWV¶
movements is often a vital part of treatment.  If therapists wish to endeavour 
WRPD[LPLVHSDWLHQWV¶LQWHUDFWLRQDOLQYROYHPHQWWKHQWKH\QHHGWREHDZDUH
of the way guided treatment activities and those performed upon the patient 
constrain pDWLHQW¶VLQWHUDFWLRQDOFRQWULEXWLRQVWRWKHDFWLYLW\ 
 
Other practices encountered in this chapter seem to contribute more 
SRVLWLYHO\WRHQDFWPHQWRIWKHUHFRPPHQGDWLRQV3DWLHQWV¶LQGLFDWLRQVRIWKHLU
participation, even though usually non-verbal, are a form of involvement and 
of expression of their perceptions.  By attending to and acknowledging 
SDWLHQWV¶LQGLFDWLRQVRIWKHLUSDUWLFLSDWLRQWKHUDSLVWVWUHDWWKHPDV
participating individuals; encourage their involvement; and can constitute 
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participation aVPXWXDOGHVSLWHWKHGLIIHUHQFHVEHWZHHQWKHSDUWLHV¶
orientations, actions and resources.  Further, in acknowledging and treating 
indications of effort, concentration and so on as appropriate, therapists 
FRQWULEXWHWRSDWLHQWV¶XQGHUVWDQGLQJRIZKDWLVHxpected in physiotherapy 
treatment.  
 
%\VROLFLWLQJDQGUHVSRQGLQJWRSDWLHQWV¶UHSRUWVDQGDVVHVVPHQWVDERXWWKHLU
SDUWLFLSDWLRQLQDFWLYLWLHVWKHUDSLVWVIDFLOLWDWHWKHH[SUHVVLRQRISDWLHQWV¶
views.  Doing so also contributes to enacting the recommendations to involve 
patients, treat them as experts in their own right, check understandings, and 
make the relationship one of mutual participation.  
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This chapter has focused on the practices and orientations that are manifest 
in the introduction of treatmenWDFWLYLWLHVDQGLQSDWLHQWV¶LQLWLDOUHVSRQVHVWR
them.  In the next chapter, we consider how therapists and patients develop 
and display understandings about success and failure of performance of 
RQJRLQJDFWLYLWLHV$VZHZLOOVHHSDWLHQWV¶DQGWKHUDSLVWV¶FRQGXFWLQWKLV
DUHDLVDJDLQLQIOXHQFHGE\SHUYDVLYHRULHQWDWLRQVERWKWRWKHUDSLVWV¶DXWKRULW\
to determine the nature of treatment activities and to the demonstration of 
µJRRGSDWLHQWKRRG¶WKURXJKNHHQXQTXHVWLRQLQJDQGFR-operative demeanour 
and actions.  However, in management of success or failure of performance, 
additional orientations are apparent.  These concern generic social 
orientations to giving and receiving complementary and critical assessments. 
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CHAPTER FIVE 
ACHIEVING UNDERSTANDINGS ABOUT THE SUCCESS OR 
)$,/85(2)3$7,(176¶3(5)250$1&(2)
PHYSIOTHERAPY TREATMENT ACTIVITIES  
5.1 Introduction 
Successful performance of physiotherapy treatment activities depends upon 
mutual understanding about their nature and about the participation required, 
as explored in the previous chapter.  Once performance of an activity has 
commenced, shared understandings about its success or failure are central 
to maintaining participation, correcting errors, and making progression from 
one activity to the next intelligible.  Interactions about success and failure are 
the topic of this chapter.  These interactions occur frequently throughout the 
sessions and generally involve production and reception of assessments or 
evaluations, as well as other practices.  In assessments, speakers indicate a 
sense of their experience (Pomerantz, 1984a) rather than merely reporting26 
observations and experiences.  The subject of an assessment is the referent 
i.e. that which is observed or experienced (Pomerantz, 1984a).  Hence, when 
one assesses, one expresses views, opinions, judgements, appraisal or 
interpretation of a referent (Heritage and Stivers, 1999).  In this thesis, the 
terms assessment and evaluation will be used interchangeably.  However, 
evaluation is used particularly for talk that indicates a sense of positive or 
                                            
26. ,QUHSRUWLQJWKH³VSHDNHUOLVWVWKHGHWDLOVRIKLVRUKHUVLWXDWLRQZLWKRXWVWDWLQJLWV
LPSOLFDWLRQVRURIILFLDOO\WDNLQJDSRVLWLRQ´0D\QDUGDS). 
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negative appraisal, i.e. success or failure.  In the physiotherapy data, both 
current performance and overall progress form the referents of evaluations.  
For analytic clarity and feasibility, our main focus will be evaluations of 
current performance.  
 
Much of this chapter concentrates on the interactional management of 
failures or problems of performance of activities.  This is because 
management of the mistakes patients make in their movements is a 
substantial element of physiotherapy: if treatment is to progress, indicating 
DQGUHSDLULQJSUREOHPVDQGDFKLHYLQJSDWLHQWV¶XQGHUVWDQGLQJDERXWWKHVHLV
essential.  Through data extracts, we will see that patients and therapists 
treat problem indication and repair as salient but also delicate matters, which 
usually involve greater interactional complexity than success and its 
assessment.  
 
2ULHQWDWLRQVWRWKHUDSLVWV¶DXWKRULW\DQGWRNHHQFR-operative participation by 
patients that were shown to shape conduct described in the previous chapter 
can also be seen to influence the way that success and failure are dealt with 
in physiotherapy.  However, other orientations contribute to shaping conduct 
in this area, in particular a recurrent µSUHIHUHQFHRUJDQLVDWLRQ¶in how 
assessments and other-corrections are given and received in social 
interactions.  Previous research describing this preference organisation will 
be summarised at the beginning of the chapter. 
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5.1.1 Structure of the chapter 
Existing conversation analytic understandings of the production and 
reception of assessments, and of corrections/repairs of co-SDUWLFLSDQWV¶
activities will be reviewed.  This will provide a foundation for the analysis in 
this chapter, and will encompass a description of preference organisation. 
)LQGLQJVFRQFHUQLQJERWKµRUGLQDU\¶RUµFDVXDO¶FRQYHUVDWLRQVDQGLQWHUDFWLRQV
in institutional settings will be described.  After this, a series of data extracts 
will be presented.  Following a short section on production and reception of 
positive assessments, a longer section examines negative evaluations of 
SDWLHQWV¶SHUIRUPDQFH 
 
As we analyse the extracts, we will examine the different ways in which 
therapists and patients instigate and respond to evaluations and the different 
orientations their actions reveal.  Particular attention will be paid to two areas 
RISDWLHQWV¶FRQGXFWWKHLUSURGXFWLRQRIVHOI-evaluations and their response to 
IDLOXUHVRISHUIRUPDQFH)RUWKHUDSLVWV¶FRQGXFWDQDO\VLVZLOOIRFXVRQWKH
range of practices by whicKWKH\PDQDJHSDWLHQWV¶IDLOXUHVZKLOVWDOVR
working to maintain motivation and participation in the face of failure.  
Towards the end of the chapter, we will examine extracts in which parties 
solicit, or attempt to solicit, evaluations from each other.  These extracts are 
SDUWLFXODUO\LOOXVWUDWLYHRIKRZSDWLHQWVDQGWKHUDSLVWVRULHQWWRHDFKRWKHU¶V
rights and authority to make judgements about performance.  In particular, 
WKH\VKHGOLJKWXSRQSDWLHQWV¶IUHTXHQWUHOXFWDQFHWRSURYLGHHYDOXDWLRQVRI
their own performance. 
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Assessments of performance, both positive and negative, occur during a 
large proportion of the treatment activities recorded in these data.  This has 
facilitated identification and selection of examples of both recurrent conduct - 
patterns which commonly occur in these data, and atypical conduct - patterns 
which rarely occur in these data.  Both will be illustrated and described in the 
text. 
 
As in each area of interaction explored in this study, analysis not only 
describes observed patterns of conduct, but also draws upon sociological 
perspectives in order to elucidate WKHµJRRGUHDVRQV¶IRUWKHUDSLVWVDQG
patients to behave in the way they do.  These perspectives will inform 
discussion of the relationship between actual conduct and that proposed by 
professional recommendations.  At the end of the chapter, specific practices 
will be re-examined with respect to their capacity to meet the demands of 
both the recommendations and of broader social constraints and orientations. 
 
5.2 Literature review: preference organisation, assessments and 
repairs in ordinary conversations and institutional contexts 
Here we review several interrelated bodies of CA findings.  First, we briefly 
explore the concept of preference organisation.  We then turn to production 
and reception of assessments/evaluations in ordinary conversations.  This 
will allow us to further explain how preference organisation operates.  Since, 
as already hinted, assessments are closely associated with corrections of 
SDWLHQWV¶SHUIRUPDQFHV in the physiotherapy data, we will also review CA 
findings about corrections and repairs in ordinary conversation.  The final part 
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of the review concerns institutional settings, particularly classroom and 
medical interactions.  We will describe findings of studies that have analysed 
production and reception of assessments and of corrections/repairs in these 
environments, and consider their relevance to the physiotherapy setting.  
 
5.2.1 Preference organisation 
Preference organisation refers to a generic feature of human interactions, it 
concerns systematic patterns in the design of certain communicative actions.  
It is difficult to briefly summarise the concept without oversimplifying and 
omitting significant elements, however, ten Have (1999) provides a useful 
foundation:  
"The general idea is: that when alternative actions are open 
possibilities, one may be 'preferred', that is, expected and chosen if 
possible27 and that the difference between 'preferred' and 
'dispreferred' alternatives is demonstrated in the turn shape28 chosen 
for doing one or the other.  In other words, turns can be designed to 
show they are doing the preferred, or the dispreferred, alternative 
action" (p120).   
                                            
27. 7HQ+DYH¶VEULHIGHVFULSWLRQRISUHIHUHQFHRUJDQLVDWLRQLQHYLWDEO\VDFULILFHVVRPH
VSHFLILFDWLRQDQH[DPSOHRIWKLVLVWKHSKUDVHµFKRVHQLISRVVLEOH¶ZKLFKODFNVVRPH
accuracy.  As Heritage (1984) explains, even when it would be possible to do that which is 
preferred, people can and do choose to do otherwise.  However, when they perform a 
dispreferred action, people orient to its potential accountability, and the interpretations others 
may make of it.  
28. Preference organisation may be seen in the shape of the sequence as well as the turn.  
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%HVLGHVWKLVµWXUQVKDSHDVSHFW¶RISUHIHUHQFHDIXUWKHUIDFHWRI
preference organisation "has to do with structural regularities as to 
which kinds of alternatives are generally preferred or dispreferred" 
(p120). 
 
Preference organisation informs and is manifest in the production of a variety 
of actions.  These include those that are broadly second parts within 
sequences such as agreements and disagreements, acceptances and 
rejections; and those that tend to be first parts of sequences, such as 
blamings and corrections.   
 
Saliently for this chapter, assessment production and reception tend to be 
performed and interpreted according to a preference organisation 
(Pomerantz, 1984a).  That is, certain sorts of assessments and responses 
are preferred, and others dispreferred.  In particular, assessments that are 
critical of a co-participant are generally dispreferred, as are disagreements 
with assessments produced by co-participants, although this is not an 
invariable orientation. For instance, when a co-SDUWLFLSDQW¶VDVVHVVPHQWLV
self-critical, disagreement is the preferred response (Pomerantz, 1984a).  We 
ZLOOVKRUWO\H[SORUH3RPHUDQW]¶VVHPLQDOILQGLQJVRQDVVHVVPHQWVHTXHQFHV
and on the form and implications of their preference organisation.  Before 
GRLQJVRLWLVLPSRUWDQWWRSRLQWRXWWKDWWKHWHUPVµSUHIHUHQFH¶DQG
µGLVSUHIHUHQFH¶GRQRWUHIHUWRVSHDNHUV¶LQWHUQDOGHVLUHVRUDWWLWXGHV2QWKH
contrary, they concern highly generalised social and institutionalised patterns 
of speaking (Heritage, 1984).  That is, preference organisation refers to a 
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social rather than psychological phenomenon and is an important element of 
the interactional mechanisms by which we understand each other, design our 
own actions and interpret those of others. 
 
5.2.2 Assessments in ordinary conversation 
:HQRZWXUQ3RPHUDQW]¶VDILQGLQJVDERXWDVVHVVPHnts.  
Assessments occur frequently and routinely in ordinary conversations.  
Producing and responding to them is a fundamental way in which we 
participate in activities and display co-participation with one another.  Besides 
their inherent link with participation, assessments are bound up with 
knowledge and claims of access to knowledge.  When someone produces an 
assessment, they imply and indicate that they have access to knowledge of 
that which is assessed.  Conversely, unwillingness to provide an assessment 
implies lack of knowledge and may be explicitly accounted for in these terms.  
Likewise, when responding, a recipient can indicate either access or lack of 
access to knowledge of the referent.   
 
$VVHVVPHQWVDOVRJLYHLQGLFDWLRQVDERXWSDUWLFLSDQWV¶DWtention.  Production 
RIDQDVVHVVPHQWGUDZVDQGJXLGHVWKHUHFLSLHQW¶VDWWHQWLRQDQGWKHLU
response indicates their attention (or not) to the referent.  Thus, when 
someone produces or responds to an assessment they indicate aspects of 
their participation, knowledge and attention.  All these aspects are central to 
physiotherapy, and we can thus begin to see that assessments and 
responses form central interactional resources within it. 
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Pomerantz notes that recipients sometimes respond to assessments with 
acNQRZOHGJHPHQWVHJµXKKXK¶DQGQHZVUHFHLSWVHJµRKUHDOO\¶
Responding this way does not involve claims to independent knowledge and 
evaluation of the referent, and expresses neither agreement nor 
disagreement.  In ordinary conversation, Pomerantz found that recipients 
more frequently produce a response that is agreeing or disagreeing and do 
so through production of a second assessment.  We will turn to this form of 
response now.   
 
We have noted the association between the preference status of an action 
and the turn shape in which it is produced, and this is evident in responses to 
DVVHVVPHQWVµ)LUVWDVVHVVPHQWV¶DUHUHJXODUO\VWUXFWXUHGVXFKWKDWRQHQH[W
action is invited over its alternative.  For instance, agreement may be invited 
over disagreement.  Pomerantz describes a next action that is oriented to as 
invited as a preferred next action, and the alternative a dispreferred next 
action.  When an assessment invites agreement, responses are differently 
formulated depending on whether they agree (i.e. are preferred) or disagree 
(i.e. are dispreferred).  Generally, agreements are accomplished with stated 
and explicit agreement components, and agreeing turns are composed of 
exclusively agreeing components.  They are performed with little or no gap 
between prior turn and agreeing response.  In contrast, disagreements are 
often prefaced or delayed in some way, and there is a greater variety in their 
form than in that of agreements.  Sometimes disagreements are not directly 
stated at all, and when stDWHGWKH\DUHRIWHQµZHDNIRUPV¶IRULQVWDQFH
combined as partial agreements / partial disagreements.  Thus, 
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disagreement turns and sequences often contain agreement components as 
well as disagreement ones.  Disagreement components are frequently 
delayed within a turn or sequence through such things as silences, prefaces 
VXFKDVµZHOO¶DQGµXK¶SDUWLDODJUHHPHQWVTXDOLILFDWLRQVUHTXHVWVIRU
clarification and other repair initiators.  This recurrent delay or avoidance of 
stated disagreement constitutes an interpretive resource, so that co-
participants infer that lack of response to an invitation or first assessment 
LQGLFDWHVDQµDV\HWXQVWDWHG¶QHJDWLYHRUGLVDJUHHLQJUHVSRQVH3RPHUDQW]
1984a, p95). 
 
So far, we have described how preference organisation can be visible in and 
through the way an assessment is produced and the way it is responded to.  
Also, that this organisation is such that recurrently, agreement between 
participants is preferred (though not always ± see below).  Research has 
found that preference organisation shapes and is visible in the production of 
other actions, such as responses to requests and invitations, for which 
acceptance is recurrently preferred (Davidson, 1984).  
 
We have been concentrating on situations in which agreement is preferred, 
as is recurrently the case in assessment sequences in ordinary 
conversations.  However, as noted, this preference is not invariable.  One 
circumstance in which disagreement is preferred is when a speaker produces 
a self-critical assessment.  Pomerantz (1984a) showed that when this occurs, 
the recipient tends to disagree with the self-deprecation.  Indeed, criticising a 
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co-participant and agreeing with self-critical evaluations are both generally 
avoided or performed in delayed and indirect ways.  
 
From her comprehensive descriptions, Pomerantz draws the following 
conclusion: 
³DFURVVGLIIHUHQWVLWXDWLRQVFRQYHUVDQWVRULHQWWRDJUHHLQJZLWKRQH
another as comfortable, supportive, reinforcing, perhaps as being 
sociable and as showing that they are like-PLQGHG«/LNHZLVH
across a variety of situations conversants orient to their disagreeing 
with one another as uncomfortable, unpleasant, difficult, risking threat, 
LQVXOWRURIIHQVH´S 
 
7KXV3RPHUDQW]¶VILQGLQJVDVZHOODVWKRVHRIRWKHUFRnversation analysts, 
see Heritage, 1984) show that people tend to agree or at least not overtly 
disagree with one another, and avoid controversy and open conflict.  
Pomerantz elucidated a central part of the mechanism by which this is 
interactionally accomplished.  Through dispreferred turn shapes, an 
interactant can imply but not state opposition, refusal etc., and can allow a 
co-participant to take actions to forestall disagreement and enable 
agreement.  That is, since it is foreshadowed interactionally, overt 
disagreement can be averted.  In this way, dispreferred actions, such as 
disagreement and criticism are minimised, delayed or avoided through the 
LQWHUDFWLRQDOFRQVWUXFWLRQRISHRSOH¶VWDON 
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The association between the preference status of an action and its turn or 
sequence shape thus has important interactional functions.  These 
systematic characteristics allow each of us (whether interactional participant 
RUDQDO\VWRIWKHLQWHUDFWLRQWRµNQRZ¶ZKDWLVEHLQJGRQH7KH\DOORZXVWR
recognise, even in the midst of its production, whether an action is preferred 
or dispreferred.  Not only does this allow us to recognise and interpret other 
SHRSOH¶VDFWLRQVVXFKDVWKHLUDJUHHPHQWRUGLVDJUHHPHQWLWDOVRDOORZVXV
to design our own conduct, and this can include the modification of our own 
position so as to facilitate certain occurrences and avoid others.   
 
The different orientations to agreement and disagreement with assessments 
that Pomerantz described prevail across interactional settings.  However, 
production and reception of assessments in institutional settings and ordinary 
conversations differ in some respects.  Ordinary conversations often concern 
and reflect the co-participation of peers in shared activities, whereas many 
institutional settings entail more asymmetrical forms of participation.  For 
instance in many tasks, such as teaching of various forms (McHoul, 1985; 
Curley, 1998), orchestral rehearsals (Weeks, 1996), and physiotherapy, one 
SHUVRQLVµGLUHFWLQJ¶ZKLOVWWKHRWKHULVµSHUIRUPLQJ¶GLVSOD\LQJRUSUDFWLVLQJ
,QWKLVVLWXDWLRQVRPHWKLQJSDUWLFXODULVDVVHVVHGWKHFOLHQW¶VSDWLHQW¶VRU
VWXGHQW¶VUHVSRQVHVWRGLUHFWLRQV7KXVRQHSDUWLFLSDQW¶VDVVHVVPHQWVRI
WKHRWKHU¶VSHUIRUPDQFHVSUHGRPLQDWH7KLVGLIIHUHQFHFRPSDUHGWRordinary 
conversation has certain implications.  First, we might expect agreeing and 
disagreeing second assessments by recipients to be less likely because 
these situations involve asymmetries of knowledge and authority.  Lack of 
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production of second assessments by students, clients and patients has 
indeed been found, as we will discuss below.  Second, we can expect that 
negative assessment or criticism of one participant by the other will be more 
frequent.  Thirdly, and linked to this, these assessments often form part of 
sequences which also involve corrections.  This is because the assessment 
or criticism is produced as part of the institutional task of correcting some 
DVSHFWRIWKHFOLHQW¶VVWXGHQW¶VRUSDWLHQW¶VUHVSRQVHSHUIRUPDQFH
Therefore we will now consider how repairs and corrections are performed in 
ordinary conversations in order to extend the basis for examination of related 
institutional conduct. 
 
5.2.3 Corrections / repairs in ordinary conversation 
Schegloff et al. (1977) described and analysed a systematic organisation by 
which troubles of speaking, hearing and understanding are managed in 
RUGLQDU\FRQYHUVDWLRQV7KH\DGYRFDWHGXVHRIWKHWHUPµUHSDLU¶UDWKHUWKDQ
correction for these processes because they noted that indication of the 
occurrence of a repairable does not necessarily lead to accomplishment of a 
correction.  They note that repairs are performed either by the current 
VSHDNHUµVHOI-UHSDLU¶RUE\DFR-SDUWLFLSDQWµRWKHU-UHSDLU¶6HOI- and other-
repair are performed in different ways, and they also differ in their preference 
status.  Self-FRUUHFWLRQLV³YDVWO\PRUHFRPPRQ´SDQGDOVRPRUHOLNHO\
to occur because of the sequential organisation that people orient to in doing 
repairs.  Thus, there is a preference organisation to the effect that self-repairs 
of problems of speaking are preferred to other-repairs.   
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Schegloff and colleagues point out that repairs can consist of two parts: 
initiation of the repair, which involves indicating the presence or location of a 
trouble source; and performance of the repair, where the trouble is 
specifically dealt with.  Self- and other-repairs differ in terms of the placement 
of the repair, the technique by which it is done, and the sequence or 
trajectory that follows initiation of repair.  Self-repair often occurs within the 
same turn as the trouble source, and is achieved or resolved within that turn.  
On the other hand, co-participants generally withhold repair initiations during 
the turn that contains the trouble-source, i.e. they do not interrupt the turn in 
progress, indeed they may leave a slight gap before commencing any trouble 
indication ± as if to provide an extra opportunity for self-repair.  Also, even 
ZKHUHµRWKHU¶WDNHVVRPHDFWLRQWKLVLVPRVWRIWHQDQLQGLFDWLRQRID trouble 
source, rather than production of a full-EORZQFRUUHFWLRQ)LQDOO\LIµRWKHU¶
does correct their co-participant, this is frequently done in modulated form: 
expressed with some uncertainty, or as non-VHULRXVRUDVDQµXQGHUVWDQGLQJ
FKHFN¶LQZKLFKWKHFRUUHFWLRQLV³QRWDVVHUWHGEXWLVSURIIHUHGIRUDFFHSWDQFH
RUUHMHFWLRQ´S7KXVLQWKHVHTXHQWLDORUJDQLVDWLRQWRZKLFKSDUWLFLSDQWV
UHFXUUHQWO\RULHQWUHSDLUZLWKLQFRQYHUVDWLRQ³SURYLGHVFHQWUDOO\IRUVHOI-
FRUUHFWLRQ´DQGLV³VRRUJDQL]Hd as to favor self-initiated self-UHSDLU´S 
 
Schegloff et al. note an exception to this organisation during interactions with 
children.  That is, children are regularly corrected by others without 
modulation.  They argue that other-correction can thuVEH³DGHYLFHIRU
GHDOLQJZLWKWKRVHZKRDUHVWLOOOHDUQLQJ´SDQGRFFXUVPRUHIUHTXHQWO\
in interactions with those unable, or not treated as able, to adequately self-
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monitor and self-correct.  Studies of adults with language impairments (e.g. 
Booth and Perkins, 1999; Heeschen and Schegloff, 1999) have borne out 
these findings: in conversations with them, some co-participants29 frequently 
and directly indicate and correct their problems of speaking.  
 
Jefferson (1987) has elucidated further aspects of repair organisation in 
RUGLQDU\FRQYHUVDWLRQV6KHGHVFULEHGDGLVWLQFWLRQEHWZHHQµH[SRVHG¶DQG
µHPEHGGHG¶UHSDLUV,QH[SRVHGUHSDLUVZKDWHYHU³KDVEHHQJRLQJRQSULRUWR
the correcting is discontinued.  Where prior utterances have been occupied 
with various ongoing matters, utterances are now occupied by the doing of 
FRUUHFWLQJ´S([SRVHGFRUUHFWLRQVDUHFKDUDFWHULVWLFDOO\DFFRPSDQLHGE\
other activities, which deal with accounting for the conduct that led to the 
repair.  These attendant activities include instructions, complaints or 
sanctions, admissions, forgiveness, reassurances, and apologies.  Thus, 
exposed corrections can involve not just putting things right, but also 
³VSHFLILFDOO\DGGUHVVLQJODSVHVLQFRPSHWHQFHDQGRUFRQGXFW´S
Embedded corrections differ in that the correction does not become the 
LQWHUDFWLRQDOEXVLQHVVEXWKDSSHQV³DVDE\-the-way occurrence in some 
RQJRLQJFRXUVHRIWDON´S(PEHGGHGFRUUHFWLRQVGRQRWSURYLGH
VHTXHQWLDOµVSDFH¶IRUDWWHQGDQWDFWLYLWLHVVXch as accountings.  Thus they 
                                            
29. Specifically, relatives and friends have been found often to do so, whereas in some 
situations, especially (though not always) in institutional settings, e.g. interactions with 
speech and language therapists, co-participants tend to avoid direct exposure of the 
ODQJXDJHLPSDLUHGSHUVRQ¶VLQFRPSHWHQFH%RRWKDQG3HUNLQV3HUNLQVHWDO
Heeschen and Schegloff, 1999, Footnote 3).  
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can be a way by which issues of incompetence are kept off the interactional 
VXUIDFHWKH\IRUPDUHVRXUFHIRUµGLVFUHHW¶FRUUHFWLRQ 
 
Therefore, if a problem is to be directly addressed, if understandings about it 
and accounts for it are to be developed and checked through talk, and its 
correction is to include detailed instruction, this requires an exposed repair.  
When this form of repair is performed, the previous, ongoing activity is 
interrupted or disrupted because the topic changes to that of the trouble 
source and the repair. 
 
It should be emphasised here that within this chapter we will be using the 
ZRUGµUHSDLU¶LQWKHFRQWH[WRISK\VLRWKHUDSLVWV¶SUDFWLFHVZKHQGHDOLQJZLWK
SDWLHQWV¶IDLOXUHVVKRUWFRPLQJVRIPRYHPHQW DFWLYLWLHV7KHVHµUHSDLUV¶KDYH
similarities but also dissimilarities to those described and analysed by 
6FKHJORIIHWDODQG-HIIHUVRQ2QHVLPLODULW\WR6FKHJORIIHWDO¶VDQDO\VLVLV
that, as they emphasise, repair is not necessarily analogous to correction in 
that reparative actions do not necessarily result in the error or mistake being 
UHSODFHGE\WKHµFRUUHFW¶YHUVLRQ,QSK\VLRWKHUDS\DWWHPSWVWRPDQDJH
SDWLHQWV¶PRYHPHQWSUREOHPVGRQRWQHFHVVDULO\UHVXOWLQµFRUUHFW¶PRYHPHQW
activity.  This LVZK\ZHZLOOQRWUHIHUWRWKHUDSLVWV¶SUDFWLFHVVLPSO\DV
FRUUHFWLRQVRISDWLHQWV¶DFWLRQV2XUXVHRIµUHSDLU¶LQWKLVSK\VLRWKHUDS\
FRQWH[WQHYHUWKHOHVVGLIIHUVIURP6FKHJORIIHWDO¶VDQG-HIIHUVRQ¶VXVHLQWKDW
those analysts were referring to repairs of problems of speaking, hearing and 
understanding, whereas we refer to repairs of movement shortcomings.  
Also, more subtly perhaps, Schegloff et al, note that the repair actions they 
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UHIHUWRDUH³QRWFRQWLQJHQWXSRQHUURU´SVXFKWKDWWKH\DUH sometimes 
IRXQGZKHQWKHUHLV³QRKHDUDEOHHUURUPLVWDNHRUIDXOW´RQWKHSDUWRIWKH
speaker (p363).  In contrast, in each episode with which we will be 
FRQFHUQHGWKHUHGRHVDSSHDUWREHVRPHµHUURU¶RQWKHSDUWRIWKHSDWLHQW
Additionally, Schegloff et al. analysed repair practices in terms of two 
FRPSRQHQWVµLQLWLDWLRQV¶DQGµFRUUHFWLRQV¶DQGQRWHGWKDWGHDOLQJZLWK
problems of speaking, hearing and understanding could be achieved through 
initiations alone, without actual corrections.  We will anaO\VHWKHUDSLVWV¶
SUDFWLFHVLQWHUPVRIVHSDUDWHHOHPHQWVµSUREOHPLQGLFDWLRQV¶DQGµUHSDLUV¶RI
problems of movement, indications being some form of relatively direct 
reference to the error or shortcoming.  Whilst Schegloff et al. noted that in 
their data, initiations regularly resulted in repair actions ± without any direct 
correction, we will see that in physiotherapy repairs of problems are regularly 
instigated without any accompanying direct problem indication. 
 
5.2.4 Assessments and repairs in institutional settings 
We now move to studies of institutional settings.  A variety of situations in 
which professionals have occasion to produce negative evaluations and 
repairs with respect to clients have been studied; one is teacher-student 
interaction, which has several parallels to physiotherapy.  Research has 
H[DPLQHGKRZWHDFKHUVGHDOZLWKSXSLOV¶DQVZHUVWRTXHVWLRQVLQFOXGLQJWKH
ZD\WKH\DVVHVVDQGFRUUHFWµZURQJ¶UHVSRQVHV0F+RXO+LQGPDUVK
1992).  McHoul notes recurrent three-part sequences in teacher-student 
interactions which differ from the recurrent two-part adjacency pair 
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sequences of ordinary conversations (Sacks, 1992).  In these three part 
sequences, evaluations form the third part: 
 Question  
 Answer 
 Comment/evaluation, often linked to a further question 
 
5HVHDUFKKDVIRXQGWKDWZKHQSXSLOV¶DQVZHUVDUHµULJKW¶WHDFKHUVGLUHFWO\
and immediately confirm and agree with these, whereas teachers rarely 
GLUHFWO\LGHQWLI\HUURUVWKH\WHQG³WRwithhold other-corrections which, after 
all, they could so easily provide given that teachers routinely know the 
DQVZHUVWRTXHVWLRQVWKH\DVN´S5DWKHUWKDQGLUHFWO\DGGUHVVLQJWKH
GHILFLHQFLHVRIVWXGHQWV¶DQVZHUVWHDFKHUVUH-specify questions and/or give 
prompts and clues.  Re-specifying questiRQVDQGµFOXHLQJ¶DUHUHFXUUHQW
repair strategies in this setting (McHoul, 1985).  Thus, as in ordinary 
conversations, directly criticising a co-participant is dispreferred, and other-
correction is performed with delicacy.  Similar findings in other settings have 
EHHQUHSRUWHG)RULQVWDQFHFRXQVHOORUVGHDOGHOLFDWHO\ZLWKµXQZDQWHG¶
responses by counselling participants (Jones and Beach, 1995), and speech 
and language therapists frequently avoid direct reference to and direct 
FRUUHFWLRQRISDWLHQWV¶QRQ-competent talk (Booth and Perkins, 1999).   
 
There is also a small body of research concerning situations in which the 
errors indicated and repaired concern bodily actions, these include orchestral 
rehearsals (Weeks, 1996), and teaching the intricate movements of a 
Japanese tea ceremony (Curley, 1998).  In these situations, bodily action 
 213 
forms both the topic of, and a resource for repair.  Parallels between the 
specific practices described in these studies and those in the physiotherapy 
data will be mentioned at relevant points in our analysis.  
 
In all these studies it has been found that pupils and learners generally do 
QRWFKDOOHQJHWHDFKHUV¶GLUHFWRUV¶DVVHVVPHQWVDQGGLVFRQILUPDWLRQV 
 
From the findings reviewed thus far, we might anticipate that in the 
physiotherapy data, there will be greater occurrence of negative evaluation, 
criticism and correction of one co-participant (the patient) relative to ordinary 
FRQYHUVDWLRQ$OVRWKDWHYHQWKRXJKWKHUDSLVWVNQRZWKHµFRUUHFW¶PRYHPHQW
just as teachers NQRZWKHµFRUUHFW¶DQVZHUVWKH\ZLOOPDQDJHSDWLHQWV¶HUURUV
of performance delicately rather than bluntly pointing them out.  We might 
also predict that like classroom students, patients will align with rather than 
FKDOOHQJHWKHUDSLVWV¶HYDOXDWLYHDQGForrective actions.   
 
:HQRZWXUQWRUHODWHG&$VWXGLHVRIGRFWRUSDWLHQWLQWHUDFWLRQV'RFWRUV¶
assessments in the form of medical diagnoses have received attention in 
several studies (Ten Have, 1991; Heath, 1992a; Peräkylä, 1998).  It should 
be noted that diagnoses constitute a particular form of assessment, tending 
to occur in specific circumstances, and being based upon specialised 
medical knowledge.  Thus in several features they differ from the general 
assessments discussed in literature about assessments in ordinary 
FRQYHUVDWLRQVHHDERYH$OVRZHVKRXOGQRWHWKDWDOWKRXJKGRFWRUV¶
consultations are similar to physiotherapy interactions in that they are 
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interactions between patients and clinicians, there are significant differences 
in terms of the activities that are performed.  These include aspects of 
assessment production and reception.  
 
,QPHGLFDOFRQVXOWDWLRQVGLDJQRVHVDUHWKHFHQWUDOIRUPRIGRFWRUV¶
assessment production about the patient and specifically, about their deficits 
(Heath, 19D,QSDUDOOHOWRWHDFKHUV¶DVVHVVPHQWVRIVWXGHQWV¶DQVZHUVLW
KDVEHHQIRXQGWKDWSDWLHQWVUDUHO\FKDOOHQJHGRFWRUV¶GLDJQRVHVDQG
prescriptions (Heath, 1992a; Peräkylä, 1998).  Patients often respond to 
GLDJQRVHVZLWKDFNQRZOHGJHPHQWVVXFKDVµHU¶RUµ\HK¶DQGE\ZLWKKROGLQJ
responses altogether (Heath, 1992a).  On the rare occasions where a patient 
DWWHPSWVWRFRXQWHUDGRFWRU¶VGLDJQRVLVWKH\GRVRWKURXJKLQGLUHFWRU
tentative means (Ten Have, 1991; Heath, 1992a) and in such a way as to 
avoid cRPSHWLQJZLWKRUFKDOOHQJLQJWKHGRFWRU¶VNQRZOHGJHDQGDXWKRULW\
(Heath, 1992a). 
 
In contrast to the pattern in settings so far considered, it has been found that 
doctors frequently produce their diagnoses and also their prescriptions for 
remedying problems in a direct form (Heath, 1992a; Peräkylä, 1998).  
6HYHUDOIDFWRUVPD\H[SODLQWKHFRQWUDVWEHWZHHQWKHIUHTXHQWµEOXQW¶
DVVHVVPHQWDQGWDONDERXWSDWLHQWV¶GHILFLWVE\GRFWRUVDQGWKHLQIUHTXHQF\
of direct negative evaluations and repairs by such groups as counsellors, 
teachers, and therapists.  These factors relate to the differences between 
medical consultations and other clinical interactions alluded to above.  
Medical consultations are structurally different in that they tend to be far 
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shorter, time restrictions therefore limit the amount of talk and explication 
possible.  Also, the referents of assessments and repairs differ considerably.  
Assessments in therapy and classroom settings concern personal 
competence and have the potential to be personally implicative and critical in 
a different way, and to a different degree, compared with medical diagnostic 
DVVHVVPHQWV7KHUHDUHVHYHUDOUHDVRQVIRUWKLV$GRFWRU¶VGLDJQRVLVGRHV
QRWFRQVWLWXWHDQDVVHVVPHQWRIDSHUVRQ¶VSHUIRUPDQFHRUUHVSRQVHLQWKe 
ZD\WKDWDWHDFKHU¶VRUWKHUDSLVW¶VDVVHVVPHQWGRHV)XUWKHUPRUHLQWKHUDS\
and the classroom, teachers and therapists are eliciting responses ± displays 
of knowledge or movement ± that there are reasonable grounds to expect the 
student/patient will be able to produce, or at least try to produce.  In contrast, 
medical diagnoses generally concern referents and knowledge of which the 
patient is not expected to have substantial competence, and indeed trying to 
SURGXFHRQH¶VRZQGLDJQRVWLFDVVHVVPHQWSULRUto the doctor is not greeted 
positively in these situations (Heath, 1992a).  In summary, when teachers 
LQGLFDWHµZURQJ¶DQVZHUVRUWKHUDSLVWVLQGLFDWHVKRUWIDOOVLQSK\VLFDORU
cognitive capabilities, this can imply personal incompetence in a way that 
medical diagnoses do not.   
 
Some medical diagnoses are treated with delicacy, and two particular 
circumstances have been reported in which doctors produce them in indirect, 
delayed and/or modulated form.  These are where diagnosis is treated as 
potentially controversial, for instance because it is incongruent with a 
SDWLHQW¶VVWDWHGRULPSOLHGYLHZ0D\QDUGD3HUlN\OlDQG
FLUFXPVWDQFHVZKHUHWKHGLDJQRVLVLVWUHDWHGDVµEDGQHZV¶RIWHQZKHUH
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shock or emotional distress may be anticipated or expectable (Maynard, 
1991a).  These situations can also occur in combination, and when they do, 
are also subject to delicate management (Maynard, 1991c). 
 
In situations of potential disagreement, doctors often produce evidential 
backing for their diagnoses: they produce some explanation of the reasons 
underlying it (Peräkylä, 1998).  Peräkylä argued that in doing so, doctors 
account for their diagnosis and authority, and that this is a way of managing 
potential disagreement and controversy.  Heath (1992a) found a similar 
pattern and also considered it a way of managing disagreement.  We will 
UHWXUQWR3HUlN\Ol¶VILQGLQJVLQPRUHGHWDLOLQWKHQH[WFKDSWHU6HFWLRQ
ZKHQZHUHIOHFWXSRQSK\VLRWKHUDSLVWV¶SURGXFWLRQRIH[SODQDWLRQVIRUWKHLU
actions.  For now, it is sufficient for the purposes of the current chapter to 
VXPPDULVHKLVILQGLQJVDVVKRZLQJWKDWGRFWRUV¶SURYLVLRQRIHYLGHQFHRU
reasons for an assessment is a persuasive strategy which can function to 
accomplish congruence in situations of possible incongruence between 
GRFWRUV¶DQGSDWLHQWV¶YLHZV 
 
A further pattern of diagnosis production has been studied extensively by 
Maynard (1991a, c, 1992).  The medical setting he studied involved 
interactions between doctors and the guardians of disabled children.  He 
describes a recurrent sequence by which clinicians deliver their diagnosis, 
ZKLFKFRQVWLWXWHVµEDGQHZV¶E\HOLFLWLQJVRPHIRUPRISHUVSHFWLYHRUYLHZRI
the medical problem from the patient or their guardian prior to production of 
the clinical diagnosis.  The diagnostic statement produced by the doctor in 
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these sequences is embedded in, i.e. it attends to and is tailored with respect 
WRWKHSDWLHQW¶VRUJXDUGLDQ¶VSHUVSHFWLYH$VSHFWVRIWKHVWUXFWXUHDQG
IXQFWLRQRIWKHVHµperspective display sequences¶DUHKLJKO\UHOHYDQWWR
patterns seen in assessment sequences in the physiotherapy data, and we 
will therefore outline these here.   
 
As with many aspects of institutional interactions, the perspective display 
sequence in medical interactions is an adaptation and specialisation of a 
practice recurrent in ordinary conversation (c.f. Chapter 3, Section 3.5).  
When people express views, opinions and assessments in ordinary 
conversations, sometimes, rather than stating a view outright, one party 
seeks their co-SDUWLFLSDQW¶VYLHZRQWKHPDWWHUSULRUWRSURGXFLQJWKHLURZQ
DVVHVVPHQW,QWKLVZD\WKH\µWHVWWKHZDWHU¶IRUWKHGHJUHHRIKRVSLWDOLW\
which their own perspective will meet (Maynard, 1989).  Maynard notes that 
WKLVLV³DQLQKHUHQWO\FDXWLRXVZD\RIDSSURDFKLQJGHOLYHU\RIDUHSRUW´S
and also that the sequence is so organised as to enable and prefer affiliation 
EHWZHHQSDUWLFLSDQWV¶SHUVSHFWLYHV 
 
The sequence consists of three turns: 
1. &OLQLFLDQ¶VTXHU\DERXWWKHUHFLSLHQW¶VRSLQLRQ± µWKHSHUVSHFWLYH-display 
LQYLWDWLRQ¶ 
2. 5HFLSLHQW¶VUHSO\RUDVVHVVPHQW 
3. &OLQLFLDQ¶VUHSRUWRUDVVHVVPHQW 
Sometimes the third part is delayed by further probes or questions from the 
clinician, these prompt the recipient to elaborate their reply.  For the 
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sequence to be accomplished, it is necessary for the client or patient to 
provide their perspective, and this depends on their willingness to do so and 
on their access to knowledge (Pomerantz, 1984a).  In the medical setting, 
perspective display sequences involve a social organisation of talk in which 
(as in much ordinary interaction), participants structure assessments in such 
a way as to enable and preserve agreement and congruency.  Part of this 
structuring for agreement and congruency entails the clinician¶VLQLWLDOTXHU\
ZKLFKPD\EHµXQPDUNHG¶RUµPDUNHG¶0D\QDUGF0DUNHGTXHULHVIRU
LQVWDQFHµ:KDWGR\RXWKLQNWKHSUREOHPLV"¶DUHVKDSHGVXFKDVWRLGHQWLI\
and presume the existence of a problem of some form, and to invite a view 
on it.  UnmarNHGTXHULHVIRULQVWDQFHµ+RZDUHWKLQJVJRLQJ"¶GRQRWSURSRVH
and presume that there is a problem, and they allow for a greater range of 
topics to be included within answers.  Because unmarked queries do not 
involve the doctor initially stating any presumption about the presence or 
nature of the problem, they allow for avoidance of explicit disagreement.  
That is, since the clinician has specified no particular position, whatever the 
SDWLHQW¶VUHVSRQVHLQWKHVHFRQGWXUQLWFDQQRWEHH[SOLFLWO\GLVDJUHHing.  
Also, in a sequence initiated with an unmarked query, the clinician has 
greater flexibility in the sort of response they can produce and tailor to the 
SDWLHQW¶VYLHZ+RZHYHUXQPDUNHGTXHULHVFDQUHVXOWLQORQJHUVHTXHQFHV
and a more roundabout arrival at delivery of the diagnosis because they do 
not necessarily result in talk immediately directed to the nature of the 
problem.  
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The perspective display sequence forms an interactional strategy or resource 
that serves several functions (Maynard, 1991c, 1992).  By producing an 
HQYLURQPHQWLQZKLFKWKHSDWLHQW¶VYLHZLVH[SRVHGLWDOORZVIRUSHUVXDVLRQ
by the clinician.  Thus it can be used to facilitate agreement and alignment 
EHWZHHQSDWLHQWVDQGFOLQLFLDQV6SHFLILFDOO\SDWLHQWV¶YLHZVFDQEHEURXght 
towards alignment with those of the clinician.  First, the clinician can 
encourage a particular form of patient expression of their perspective through 
the formulation of their initial query and any subsequent probes.  Second, at 
production of diagnosis the clinician can shape their statement so as to align 
LQVRPHZD\ZLWKWKHSDWLHQW¶VH[SUHVVHGYLHZ%HFDXVHLWDOORZVWKH
GLDJQRVWLFHYDOXDWLRQWREHVSHFLILFDOO\VHQVLWLYHWRWKHSDWLHQW¶VH[SUHVVHG
view, because it tends to produce alignment, the sequence can be employed 
WRUHGXFHRUDYRLGSDWLHQWV¶H[SUHVVLRQRIRSSRVLWLRQRURIQHJDWLYHDIIHFW
such as distress.  A further interactional function of this sequence is that in 
VHHNLQJSDWLHQWV¶YLHZVFOLQLFLDQVWUHDWWKHPDVNQRZOHGJHDEOHDQGLQGLFDWH
attention to their views.  Maynard also found that perspective display 
sequences were closely associated with proposals for treatment plans and 
with justifications of clinic activities.  Thus, accomplishing agreement about 
WKHGRFWRU¶VDVVHVVPHQWWKHµEDG QHZV¶SURYLGHVDEDVLVIRUMXVWLI\LQJWKH
medical work that has preceded diagnostic assessment, and for what is 
EHLQJSURSRVHGDVDUHPHG\,QGHHG0D\QDUGREVHUYHGWKDWWKHFOLQLFLDQ¶V
statement of the diagnosis can be so shaped as to project a particular 
treatment.  We will observe all these features of perspective display 
sequences within the physiotherapy data. 
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Having examined assessment production across several institutional 
settings, the final part of this section raises further points about the conduct 
of repairs in these settings.  Earlier, we discussed why the degree of 
directness with which negative assessments are produced varies between 
doctor patient encounters and settings such as classrooms and 
counselling/therapy sessions.  Besides assessments, there is also 
considerable variation in the directness with which repairs and remedies are 
performed.  For instance, doctors often produce treatment proposals in a 
direct manner (Heath, 1992a); and orchestral conductors seem to produce 
direct criticisms and repairs of players during rehearsals (Weeks, 1996).  On 
WKHRWKHUKDQGWHDFKHUVUHSDLUVWXGHQWV¶µZURQJ¶DQVZHUVLQVXEWOHZD\VZLWK
clues, prompts and pauses (McHoul, 1985; Hindmarsh, 1992), and speech 
WKHUDSLVWVDYRLGEULQJLQJSDWLHQWV¶LQFRPSetence of language to the 
interactional surface through repairs (Booth and Perkins, 1999).  One factor 
that may contribute to these differences is suggested by Jones and Beach 
ZKRQRWHGSV\FKRWKHUDSLVWV¶GHOLFDWHGHDOLQJVZLWKFOLHQWVLQWKH
family therapy sessions they studied, and commented on a contrast with 
RWKHURUJDQLVDWLRQDOVHWWLQJVVXFKDVODZFRXUWVZKHUHMXGJHV¶LQVWUXFWLRQV
and responses are blunt and explicit.  They observed that besides 
differences in legal power over clients, "judges do not depend on the 
cooperation of the people before them to the same degree as therapists and 
facilitators and are not attempting to build possible long-term working 
relationships with them." (p65-66).  That is, they argue that where there is a 
need to foster participation and enlist co-operation, delicate handling of 
FOLHQWV¶UHVSRQVHVPD\EHPRVWDSSURSULDWHDQGHIIHFWLYHLQDFKLHYLQJ
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RUJDQLVDWLRQDOWDVNV$VZHQRWHGGRFWRUVµUHSDLUV¶LHWKHLUWUHDWPHQW
proposals, are not always so delicately handled as those of teachers and 
therapists.  This may be because although doctors need a degree of co-
operation from patients, the participation and co-operation therapists and 
counsellors need is arguably greater, particularly because participation in 
treatments prescribed by doctors usually go on in settings distant to the 
consultation itself.  Participation in counselling and physiotherapy treatment 
PXVWRFFXUWRDJUHDWHUGHJUHHZLWKLQWKHVHVVLRQLWVHOI7KHQHHGIRUµRQ-
VLWH¶SDUWLFLSDWLRQDQGFR-operation may in part explain the greater delicacy 
DQGLQGLUHFWQHVVLQWKHUDSLVWV¶DQGWHDFKHUV¶DVVHVVPHQWV 
 
Further explanation for the predominance of delicate management of 
assessments and repairs in some settings may concern the avoidance of 
displays of opposition and/or distress by patients, students or clients.  We 
noted that some professionals such as counsellors and teachers are 
regularly more tentative in their corrections and repairs, and that doctors too 
have been found to be more tentative particularly where there is apparent or 
expectable incongruence between the clinical and patient perspectives.  In 
these settings, opposition by the client and expressions of their distress is 
interactionally problematic and consequential in a way it is not in other 
settings e.g. court rooms.  Physiotherapy depends on the alignment, 
participation and co-operation of patients, and we can thus expect therapists 
WRDVVHVVDQGUHSDLUSDWLHQWV¶µLQFRUUHFW¶UHVSRQVHVLQDGHOLFDWHPDQQHU 
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5.2.5 Summary: assessments and repairs in ordinary conversation and 
institutional contexts 
Routinely in social interactions, overt disagreements and negative 
DVVHVVPHQWVVXFKDVGLUHFWFULWLFLVPRIRQH¶VFR-participant are dispreferred 
and recurrently avoided, minimised or downplayed.  Repairs are also subject 
WRDUHFXUUHQWSUHIHUHQFHRUJDQLVDWLRQZKHUHE\GLUHFWUHSDLUVRIRWKHU¶VHUURUV
are dispreferred.  However, in institutional settings, the tasks and goals at 
hand may oblige one party to produce negative, critical evaluations of 
another.  Furthermore, in these settings proposing repairs and remedies is 
often a crucial part of fulfilling institutional tasks.  Therefore, compared to 
ordinary conversations, more direct assessments and repairs/remedies might 
be expected.  In some situations such as doctor patient interactions, this is 
indeed the case.  However, sometimes in doctor patient interactions 
(particularly where patients may disagree or be distressed by diagnoses), 
and routinely in other situations such as classrooms and therapy/counselling 
sessions, assessments and repairs are done in ways that are indirect, 
µJHQWOH¶DQGGHOLFDWH7KHVHGHOLFDWHDVVHVVPHQWVDQGUHSDLUVHQWDLOWXUQV
and sequences that avoid explicit disconfirmation and criticism, and avoid 
direct exposure of thHSDWLHQWVWXGHQWFOLHQW¶VLQFRPSHWHQFH*HQHUDOO\WKHVH
DOORZEXLOGLQJRIDOLJQPHQWDQGVROLGDULW\EHWZHHQSURIHVVLRQDODQGµOD\¶
participant. 
 
Having outlined patterns by which individuals praise, criticise, and correct 
one another in ordinary conversations and institutional settings, we now turn 
WRGDWDH[WUDFWVWRH[DPLQHSDWLHQWV¶DQGSK\VLRWKHUDSLVWV¶SUDFWLFHVDQG
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consider how these relate to the recurrent practices and preferences 
described above. 
 
 
5.3 Data analysis: assessments of successful performance 
In the following analysis, we will see that it is mainly therapists who produce 
positive assessments of performance, with patients acknowledging rather 
than initiating assessments.  Patients usually show agreement with a nod or 
DEULHIµ\HV¶RUJUeet the assessment as good news.  They do not usually 
produce second assessments, and in their responses they do not indicate 
independent knowledge or evaluation, nor authority to assess their own 
performance.  
 
We turn first to some of the instruction-response sequences analysed in the 
previous chapter.  Through these we will see that during treatment activities, 
therapists regularly and frequently produce brief positive assessments: 
µJRRG¶µORYHO\¶HWF7KHWZRH[DPSOHVWKDWIROORZLOOXVWUDWHSDWWHUQVRf 
conduct that are recurrent throughout the data where positive assessments 
RISDWLHQWV¶SHUIRUPDQFHRFFXU 
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S3Ph4PaMT1/1.41 
(Volume 2, pages 1-10, and Chapter 4) 
The patient is lying on the bed.  The therapist supports his affected arm, 
raising it.  The therapist repeatedly guides / assists the patient in reaching the 
arm upwards, so that elbow straightens and shoulder pushes upwards, i.e. 
µSURWUDFWV¶)UDPHJUDED 
 
 
 
Framegrab 5a  (Protraction) 
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87-102, simplified 
87 T DQDJDLQEHVRLW¶VDSXVKLQJ\RXlift up 
88 P                      tenses body and face, appears to participate  
                     in the arm movement 
   
90 T WKDW¶VORYHO\ 
 P hh 
 P relaxes 
  (1) 
 T and jus let it go 
  (2) 
102 T an again 
 
At the start of this extract, a three-part sequence is evident: therapist 
instruction (87), patient physical response (88), and therapist evaluation (90).  
7KHWKHUDSLVW¶VJORVVHGDVVHVVPHQWWKDW¶VORYHO\ is explicitly positive and 
overlaps with the ongoing physical response.  The patient acknowledges this 
with an out-EUHDWKDQGUHOD[HVKLVHIIRUWV+HWKXVWUHDWVWKHWKHUDSLVW¶V
assessment as indicating that the activity has been achieved and completed.  
After the evaluation and the acknowledgement, the therapist produces a 
further instruction, and the activity is repeated.  This is similar to the 
sequential organisation  
 Question  
 Answer  
 Comment/evaluation + Further question  
described by McHoul (1985) in his research on classroom settings.  
 
In the next sequence, involving a different therapist and patient pair, the 
patient is trying to stand up from a seated position on the treatment bed.  As 
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the extract starts, the therapist is giving a little physical assistance with her 
KDQGSODFHGEHKLQGWKHSDWLHQW¶VDIIHFWHGKLS 
 
S1Ph1PaBT2/11.08 
(Volume 2, pages 11-18, and Chapter 4) 
143-165, simplified 
143 T go on you can do it (.) there yer go 
 P ascending towards standing up 
   
  (0.3) 
   
 T         WDNHVKDQGRIISDWLHQW¶VEXWWRFN 
                    ORRNVPRUHWRZDUGVSDWLHQW¶VIDFH 
 T O K (.) love ly 
 P is stood up 
   
 P =good 
 P slight eyebrow raise, looking forward 
   
157 T =yeah that felt al ULJKW^WKHUH¶V`QRleaning to me !VRWKDW¶V 
 P                                      {yes    } 
165 T <good hh and then do then doing exactly the rev:erse  
 
Here again we see an encouraging instruction: go on you can do it during 
DQRQJRLQJSK\VLFDOUHVSRQVHWKHSDWLHQW¶VFRQWLQXLQJHIIRUWVWRVWDQGXS
This is closely followed by an explicitly positive evaluation of achievement, 
there yer go, produced by thHWKHUDSLVWLQRYHUODSZLWKWKHSDWLHQW¶VHIIRUWV
$VWKHSDWLHQW¶VPRYHPHQWLQWRVWDQGLQJDSSHDUVFRPSOHWHWKHWKHUDSLVW
produces a further evaluation O K (.) love ly7KHSDWLHQW¶V
acknowledgement is a little stronger than that in the previous sequence in 
that she gives some verbal indication of her reception of it: good.  As above 
though, the patient does not produce a second assessment of her own.  This 
therapist elaborates on her glossed assessment in a further turn which 
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makes explicit the criteria E\ZKLFKVKHDVVHVVHGWKHDFWLYLW\DVµORYHO\¶
WKHUH¶VQRleaning to me !VRWKDW¶VJRRG.  Once again, a further 
LQVWUXFWLRQWRUHSHDWWKHDFWLYLW\IROORZVWKHWKHUDSLVW¶VHYDOXDWLRQ 
 
In these extracts, as recurrently in the data, therapists produced initial 
SRVLWLYHHYDOXDWLRQVLQJORVVHGIRUPµORYHO\¶7HUPVVXFKDVµH[FHOOHQW¶
µJRRG¶DQGµZHOOGRQH¶DUHRIWHQXVHG7KHVHFRQGH[WUDFWLOOXVWUDWHGWKDWLQ
subsequent turns the therapist may elaborate on this gloss, making the 
criteria by which WKH\MXGJHWKHSDWLHQW¶VSHUIRUPDQFHDYDLODEOHWRWKHSDWLHQW
(what counts as good, lovely etc.).  Positive evaluations indicate the 
WKHUDSLVW¶VMXGJHPHQWRISHUIRUPDQFHDQGDUHLQKHUHQWO\HQFRXUDJLQJ7KH\
are taken by patients as indicating that performance is complete and correct, 
or is moving in this direction.  Therapists often follow with an instruction to 
SHUIRUPDIXUWKHUDFWLRQ7KHLPSOLFDWLRQRIDWKHUDSLVW¶VSRVLWLYHDVVHVVPHQW
LVWKDWWKHSDWLHQW¶VUHVSRQVHKDVEHHQDGHTXDWHDQGLWSURYLGHV for the 
intelligibility of progression to a next activity or to repetition of the current one. 
 
 
The following extract features a patient who implies disagreement with a 
WKHUDSLVW¶VSRVLWLYHDVVHVVPHQWDQGFKDOOHQJHVLW7KLVLVDUHVSRQVHUDUHO\
seen in WKHVHGDWDDQGWKURZVLQWRUHOLHISDWWHUQVRISDWLHQWV¶FRQGXFWWKDWDUH
more typical.  Examining the extract will elucidate how orientation to 
WKHUDSLVWV¶DXWKRULW\LQDVVHVVLQJSDWLHQWV¶SHUIRUPDQFHLVGHYHORSHGDQG
maintained, and how it is reliant on collaborative work by therapist and 
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patient.  The extract also shows how alignment between patient and therapist 
is treated (at least by the therapist) as something to be pursued.  
 
S1Ph2PaCT4/11.54 
(Volume 2, pages 53-54) 
This patient has been undergoing rehabilitation for three and a half months.  
He has a left-sided stroke, and has been diagnosed with post-stroke 
GHSUHVVLRQ7KHWKHUDSLVWGHVFULEHGKLPDVµXQPRWLYDWHG¶,QWKLVVHTXHQFH
the patient is walking with a tripod stick (a form of walking aid) in his right 
hand.  The therapist supports his left, affected side, assisting his left leg and 
foot movement.  She sits on a wheeled stool.  A junior physiotherapist is 
pushing a wheelchair behind him, ready in case he should need to sit down  
(Framegrab 5b, overleaf). 
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2-28 
2 T have you got any shoes (patient name) 
3  (.) 
4 P yes 
5  (2.0) 
6 J (but his) feet are too swollen 
7 T mmhmm 
Framegrab 5b 
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8  (2.3) 
9 T (n) they GRQ¶W fit at the moment 
10  (0.3)   
11 P pa{rd-}                         
12 T 
    {th  }is is excellent 
13 P is it 
14  (3.5) 
15 P ((sniff)) (.) are you trying to encourage me are ye 
16  (0.5) 
17 T wa- what do you think 
18 P yes 
19  (2) 
20 T normally you have two people helping you to walk 
21 P do I 
 
22 T JD]HVWRSDWLHQW¶VIDFHDWYHU\HQGRISDXVHORZHUs her head and gaze  
23  (3.5) 
24 P well one is supported by (a ) stick      
25  (0.2) 
26 T              EHQGLQJGRZQWRUHDFKWRZDUGVSDWLHQW¶VOHIWIRRW 
27 T yeah  EXWWKHUH¶VstillLW¶Vtwo people and a stick normally  
28  LVQ¶WLWVR LEFT LEG then  or are you going to do your right 
  
patient steps right leg then continues to walk with assistance 
 
The therapist produces a positive assessment of his ongoing walking 
SHUIRUPDQFHLQRYHUODSZLWKWKHSDWLHQW¶VUHVSRQVHWRDSULRUTXHVWLRQ
While this location is unusual30LQVHYHUDOUHVSHFWVWKHWKHUDSLVW¶VSRVLWLYH
HYDOXDWLRQRIWKHSDWLHQW¶VSHUIRUPDQFHLVW\SLFDOLWLVGLUHFWDQG
straightforward.  Also, after the initial glossed positive: this is excellent, 
                                            
30. 7KHWKHUDSLVW¶VSURGXFWLRQRIRYHUODSSLQJWDONPD\UHODWHWRWKHIDFt that this patient 
regularly does not produce answers - he is silent instead, also he regularly produces 
resistant, disagreeing answers.  At times this therapist organises her talk so as to fill these 
silences and avert or end explicit disagreement ± as we see later in this sequence.  The 
therapist may be taking the 0.3 second pause that follows her question-intonated turn at line 
9 about the fit of his shoes as indicating that he is not about to respond. 
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she elaborates the criteria by which the performance is judged31: normally 
you have two people helping you to walk (see also line 27).  Additionally, 
WKLVLPSOLHVQRWMXVWFXUUHQWVXFFHVVEXWRYHUDOOSURJUHVVLRQLQWKHSDWLHQW¶V
abilities.  The therapist implies that the current performance represents 
progression because only one person is assisting him to walk, as opposed to 
the previous requirement of two to support and assist him.  This implication of 
overall progress is a frequent element of positive evaluations elsewhere in 
the data.  
 
+RZHYHUWKHSDWLHQW¶VUHVSRQVHLVYHU\XQXVXDOIRUWKHVHGDWDLQWKDWKH
implies non-alignment and disagreement.  First, he responds to the 
WKHUDSLVW¶Vthis is excellent with: is it.  Far more frequently in these 
data, patients respond to assessments in ways that indicate they are 
UHFHLYHGDVQHZVHJµUHDOO\"¶µJRRG¶DQGJHQHUDOO\SURYLGHIRUDVHQVHWKDW
the assessment is taken as good news.  These forms of response invite and 
are often followed by a reconfirmation from the clinician.  But this example is 
different in that through the tone and form of his talk, and particularly in his 
subsequent utterance (15), it is apparent that the patient does not treat the 
assessment as good news.  Further, at both lines 13 and 15, he avoids 
agreement, anGLQVWHDGDSSHDUVWRTXHVWLRQWKHWKHUDSLVW¶VDVVHVVPHQW7KH
SDWLHQWH[SOLFLWO\TXHVWLRQVWKHWKHUDSLVW¶VUHDVRQVIRUJLYLQJKHUDVVHVVPHQW
((sniff)) (.) are you trying to encourage me are ye.  In suggesting that the 
                                            
31. Such elaborations are common, though this one is unusual in that it is apparently 
UHVSRQVLYHWRWKHSDWLHQW¶VTXHVWLRQLQJ,QRWKHUGDWDWKHUDSLVWVSURGXFHHODERUDWLRQV
without such questioning (e.g. S1Ph1PBT2/11.08 above). 
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assessment is designed to encourage him, he questions the motivation 
underlying it and hence implies doubt as to its truthfulness.  Examining the 
sequence, we can see that the therapist treats him as implying doubt: after 
VHHNLQJHODERUDWLRQRIWKHSDWLHQW¶VSHUVSHFWLYHWRZKLFKRQO\DPLQLmal 
UHVSRQVHLVIRUWKFRPLQJWKHWKHUDSLVW¶VQH[WDFWLRQLVWRSURGXFHWKHJURXQGV
for her positive assessment.  She explains normally you have two people 
helping you to walk7KHSDWLHQW¶VUHVSRQVHdo I again indicates 
questioning rather than agreement.  During most of the relatively long pause 
(23) that follows, the therapist gazes at the patient (Framegrab 5b, above), 
indicating to him that further talk from him would be relevant (Goodwin, 
1979).  Towards the end of the pause, she briefly glances down, and at this 
point the patient upgrades his response, producing an assessment which 
implies a different, and disagreeing interpretation of his performance and 
progress.  He says: well one is supported by (a ) stick.  The delay in 
utterance and the initiDOZRUGµZHOO¶PDUNWKLVUHVSRQVHDVGLVDJUHHLQJ
3RPHUDQW]D$OWKRXJKWKHUHIHUHQWRIWKHWHUPµRQH¶LVGLIILFXOWWR
discern from the transcript alone, by his tone, he appears to be referring to 
the fact that one side of his body is supported by a stick (rather than using 
the term one to refer to himself).  This is the meaning that the therapist 
VHHPVWRPDNHRIWKHUHIHUHQWµRQH¶LQKHUUHVSRQVHDWOLQH%\
HPSKDVLVLQJWKHVXSSRUWRIWKHVWLFNRQRQHVLGHKHFRXQWHUVWKHWKHUDSLVW¶V
implicatiRQWKDWKLVZDONLQJSHUIRUPDQFHLVµH[FHOOHQW¶EHFDXVHKHLVXVLQJ
less support.  Explicit non-DOLJQPHQWZLWKWKHWKHUDSLVW¶VDVVHVVPHQWWKURXJK
questioning and production of alternative assessments is very rare in these 
data.  This is associated with patiHQWV¶RULHQWDWLRQVQRWWRTXHVWLRQRU
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FKDOOHQJHWKHWKHUDSLVW¶VDXWKRULW\DQGMXGJHPHQWDVWKLVSDWLHQWHYLGHQWO\
does. 
 
$VZHKDYHVHHQWKHWKHUDSLVW¶VLQLWLDOUHVSRQVHWRWKHSDWLHQW¶VQRQ-
alignment is to pursue agreement by elaborating her assessment: providing 
information about the basis for her assertion.  This is a generic 
conversational practice used when persons have different versions of events 
(Pomerantz, 1984b).  Also, as discussed, provision of evidence is one 
strategy by which doctors manage incongruence between patients and 
themselves (Peräkylä, 1998).  When it becomes evident across several turns 
that this patient is not going to agree, the therapist shifts the topic and the 
activity at hand, preventing further open dispute (Greatbatch and Dingwall, 
$VDUHVXOWWKHWKHUDSLVWKDVWKHµODVWZRUG¶DVLVIUHTXHQWZKHQ
performance is evaluated in these data.  Although for most of this sequence 
WKHSDWLHQWKDVFKDOOHQJHGWKHWKHUDSLVW¶VDXWKRULW\LQTXHVWLRQLQJDQG
disagreeing with her evaluation, at the end of the sequence, her authority is 
reasserted: the patient continues to walk under her direction, i.e. he aligns 
ZLWKWKHWKHUDSLVW¶VRUFKHVWUDWLRQRIZKDWLVGRQHDQGZKHQLWLVGRQH 
 
Summarising our analysis of positive assessments, these are generally 
produced in a direct and straightforward manner.  It is nearly always 
WKHUDSLVWVZKRLQVWLJDWHWKHP7KH\PDNHDYDLODEOHWKHWKHUDSLVW¶V
HYDOXDWLRQRIWKHSDWLHQW¶VSHUIRUPDQFHDQGPD\LQFOXGHHODERUDWLRQRIWKH
criteria for evaluation.  They also make available the reason for continuing, or 
for progressing to a next activity.  Generally (although not invariably) in these 
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data, patients respond to assessments with acknowledgements rather than 
their own assessments, and nearly always alLJQZLWKWKHWKHUDSLVW¶V
assessment: acknowledging it or treating it as good news; they rarely 
challenge or disagree.  In these patterns, we see a mutual orientation to 
WKHUDSLVWV¶SUHGRPLQDQWUROHLQSURGXFLQJDVVHVVPHQWVDQGWRWKHLUDXWKRULW\
and expertise in making judgements of performance.  
 
5.4 Data analysis: sequences involving assessment and 
management of shortcomings of performance  
Data analysis now turns to negative assessments.  These tend to cause 
more interactional troubles than positive assessments.  These troubles 
include display of negative affect by patients, disruption of ongoing physical 
activities, and failures of understanding.  They are structurally more complex 
and therapists treat them as more delicate.  Nevertheless, they are an 
esVHQWLDOSDUWRIWKHUDS\DQGDSUHUHTXLVLWHIRUUHSDLUVRISDWLHQWV¶PRYHPHQW
SUREOHPVDQGWKXVIRUDFKLHYHPHQWRIWKHUDSLVWV¶LQVWLWXWLRQDOWDVNV 
 
Before examining extracts, certain difficulties of analysing management of 
problems of performance during physiotherapy need to be mentioned.  
Sometimes, it can be difficult for the analyst to identify whether or not a 
performance is being judged as having failed.  Difficulties arise in at least two 
circumstances: (a) where evaluations are ambiguous, and (b) where 
therapists produce an action - usually an instruction - that could be indicative 
of a repair, but that does not explicitly indicate any problem.   
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a) :KHQDQDPELJXRXVDQGJORVVHGDVVHVVPHQWIRULQVWDQFHµ2.¶LV
given by the therapist, it is difficult to determine whether the speaker is 
merely accepting WKHSDWLHQW¶VSHUIRUPDQFHRULVLQGLFDWLQJPRUHWKDWLWZDV
sufficient and adequate (Beach, 1995).   
b) When a therapist gives an instruction subsequent to a performance, it 
is not always possible to discern whether the instruction concerns 
progression of an activity which was itself adequate, or whether it is produced 
because the therapist judges performance of the activity so far to be 
problematic or incorrect.  This difficulty arises because therapists frequently 
repair problems by giving further instructions that direct the patient to change 
their performance of a particular activity without directly identifying the 
problem.   
 
The following analysis of problem management inevitably concentrates on 
episodes where it can be inferred with some confidence that a problem of 
performance has occurred.   
 
S2Ph3PaHT3/11.58  
(Volume 2, pages 19-33) 
This extract, introduced in the previous chapter (Section 4.2.1) provides a 
broad introduction to many elements of SDWLHQWV¶DQGWKHUDSLVWV¶LQWHUDFWLRQDO
FRQGXFWZLWKUHVSHFWWRSUREOHPVRISDWLHQWV¶SHUIRUPDQFH,WLVDORQJ
sequence, featuring some patterns of conduct that are typical, and some that 
are unusual, and we will refer to it several times in the forthcoming analysis.  
Of course, the extract does not include examples of every form of strategy 
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arising in the dataset on occasions of performance failure during 
physiotherapy, and so we will include extracts from other sessions in order to 
expand our analysis.  For now though, we will focus on this extract.  
 
The patient had a relatively mild left-sided stroke sixteen days before.  He 
GHVFULEHGKLPVHOIWRWKHUHVHDUFKHUDVµKLJKO\VWUXQJ¶DQGLQWKHUHFRUGHG
sessions talks frequently about worries he has.  Examination and treatment 
RIWKHSDWLHQW¶VDUPDQGKDQGKDYHEHHQWKHSULPDU\FRQFHUQRIWKHVHVVLRQ
so far.  During this extract, a series of treatment activities are performed in 
which the patient is asked to manipulate various objects ± a beanbag, a ball, 
then a pencil - with his affected hand.  Problems and failures of performance 
are apparent.   
 
:HZLOOXVHWKLVH[WUDFWDVDµVSULQJERDUG¶IURPZKLFKWRH[DPLQHWKHUDSLVWV¶
DQGSDWLHQWV¶FRQGXFW)RUUHDVRQVRIFODULW\ZHZLOOVHSDUDWHWRVRPHH[WHQW
descrLSWLRQRIWKHUDSLVWV¶FRQGXFWIURPWKDWRISDWLHQWV$WWKHVDPHWLPHZH
will try to avoid limiting our understanding of the sequential and collaborative 
nature of interactions by maintaining analytic awareness of the participation 
of both parties. 
 
5.4.1 7KHUDSLVWV¶PDQDJHPHQWVWUDWHJLHVLQZKLFKWKHSUREOHPLVQRW
named 
$VWKHH[WUDFWEHJLQVWKHWKHUDSLVWKDVEHHQPRELOLVLQJWKHSDWLHQW¶VIRUHDUP
and hand.  She then stops doing so and briefly leaves the treatment cubicle, 
telling the patient that she is going to get something for you te (0.8) mo:ve 
 237 
in yer hand (15).  She returns with a beanbag (Framegrab 5c, below), and 
demonstrates a manipulation in which she rolls it over in her hand using her 
thumb and fingers (Framegrab 5d, overleaf).  She then passes it to the 
patient for him to perform the activity.   
 
Framegrab 5c 
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Apart from one short sequence towards the start of the beanbag exercise, 
ZKLFKZHH[DPLQHODWHUWKHWKHUDSLVW¶VPDQDJHPHQWRIWKHIDLOXUHVWKDWRFFXU
during this activity and subsequently during manipulation of the ball, are 
indirect and in this respect exemplify patterns recurrent in the data.  Indirect 
indication and repair of problems is manifest in various aspects of the 
WKHUDSLVW¶VWDONLQFOXGLQJKHUDVVHVVPHQWVLQVWUXFWLRQVDnd her answers to 
WKHSDWLHQW¶VTXHVWLRQV,QWKHIROORZLQJVHFWLRQRIWKHORQJHUH[WUDFW
examples of indirect assessments and repairs are seen. 
 
Framegrab 5d 
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87-133, simplified 
87 P  
 ah  FDQ¶WGR 
 P attempting but failing to roll the bag,  
  
 
90 T holds beaQEDJ¶VHGJH 
91 T FDQ¶WZULJJOHLW 
   
93  UROOVLWRYHUZLWKLQSDWLHQW¶VKDQG 
94 P no no 
   
 T lets go of beanbag which she has been holding  
         points to beanbag then withdraws hand 
97 T see if you can use your thumb 
   
100 T does anotheUµGHPRQVWUDWLRQ¶RIWKXPEPRYHPHQW 
but without the beanbag  
(Framegrab 5e)  
  (2) 
 P moves thumb but this does not result in rolling the beanbag 
   
 T                                UHDFKHVWREHDQEDJWRXFKHVSDWLHQW¶VKDQG 
                                                                          demonstrates a 
                                                                          thumb movement  
105 T WKDW¶VLWWRPRYHLWSXVKLWIRUZDUGVZLWK\RXUWKXPE 
 P              continues moving thumb on beanbag, which does not roll 
   
 T holds edge of bag,  
EHQGVDORQJZD\IRUZDUGVWRORRNDWSDWLHQW¶VILQJHUV 
  (3) 
   
 T  EHQWIRUZDUGVRYHUSDWLHQW¶VKDQG 
 P no::o  
   
 T bent forwards, looks at, then manipulates  
SDWLHQW¶VWKXPEDQG fingers 
  (2)  
117 T interesting 
   
  (3.5) 
 P does two squeezes of bean bag but does not roll it 
   
 T                                     sits back,  
                                    touches her pockets then beanbag  
 P  
 mm  no (I can-) QR,FDQ¶W  
 P                                    still squeezing beanbag 
   
  (.) 
   
 T                                  stands up and walks in front of patient 
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130 T DYHQ¶WJRWDSHQDWWKHPRPHQW,¶OOMXVWILQGVRPHWKLQJWR move  
(0.5) with yer thumb 
 P looking down, continues squeezes of beanbag 
   
133  (12)  
patient continues to hold and slightly move beanbag,  
therapist walks behind patient to a cabinet on which rest  
various pieces of equipment and fetches a small ball 
 
 
As the above extract begins, the patient has begun to try to roll the beanbag 
over in his hand, but problems are evident both in his explicit verbalisations 
HJDQGLQWKHWKHUDSLVW¶VERGLO\DFWLRQVDWILUVWKROGLQJWKHHGJHRI
the beanbag and rolling it over withLQWKHSDWLHQW¶VKDQGWKHQOHWWLQJ
go of it and performing another demonstration of the finger and thumb 
PRYHPHQW)UDPHJUDEHRYHUOHDI7KHSDWLHQW¶VYHUEDOUHSRUW  ah  
FDQ¶WGRis acknowledged by the therapist (91), however she does not 
produce a further assessment of her own.  Instead she gives the patient 
another instruction: see if you can use your thumb (97), which, as we 
have mentioned, she augments with another demonstration of the movement 
(100 and Framegrab 5e).   
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She then produces a further instruction: WKDW¶VLWWRPRYHLWSXVKLW
forwards with your thumb (105).  Although prefaced with an apparent 
comment on achievement, the instruction nevertheless seems directed at 
repair of a failing movement.  This is indicated by the placement of these 
instructions in the midst of apparent troubles of performance, and the vocal 
HPSKDVLVRQµWKXPE¶7KHVHFRUUHFWLRQVDUHLQGLUHFWWKHWKHUDSLVWGRHVQRW
KHUVHOIGLUHFWO\H[SRVHWKHSUREOHPQRUFRQILUPWKHSDWLHQW¶VRZQH[SRVXUH of 
LWDWOLQHIRULQVWDQFHµ1R\RX¶UHQRWPRYLQJ\RXUWKXPEHQRXJK¶
Rather, she undertakes some repair that implies the trouble source ± the 
thumb.  Further indirect and even ambiguous references by the therapist to a 
performance problem and its repair can be seen: her interesting (117) as 
she bends over, gazes and moves his hand, does the work of indicating that 
Framegrab 5e 
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she is commenting on and attending to it, but makes no reference to a 
problem therein.  Also, at line 130, which follows further displays of efforts 
and verbal reports of inability by the patient, the therapist stands up and 
briefly leaves the treatment area saying: DYHQ¶WJRWDSHQDWWKHPRPHQW,¶OO
just find something to move (0.5) with yer thumb.  Her talk and 
movement thus indicate a change to another activity is forthcoming.  
However, she does not indicate a reason for doing so in terms of problems of 
performance ± VKHQHLWKHUYHUEDOO\DFNQRZOHGJHVWKHSDWLHQW¶VSUREOHP
evaluations, nor produces any assessment herself.  In our analysis of 
positive assessments, we saw that they can provide for the intelligibility of 
PRYLQJIURPRQHDFWLYLW\WRDQH[WRQHDQGDVZHZLOOVHHWKHUDSLVWV¶
negative assessments can also indicate reasons for changing activities 
(e.g.S3Ph6PaOT4/11.48, S4Ph9PaUT1/2.55 both in this chapter).  This 
WKHUDSLVW¶VODFNRISDUWLFLSDWLRQLQDVVHVVPHQWPHDQVWKDWWKHUHDVRQVZK\
she instigates change in activity are unspoken and unavailable. 
 
In the full extract, several activity changes are similarly unaccompanied by 
any assessment by the therapist of the success or failure of the prior activity.  
Importantly, there is some evidence that this is problematic for the patient.  
We will return to these activity changes and associated troubles later.  For 
now, suffice it to say that in changing between activities this way, the 
therapist institutes a reparative strategy without directly indicating a problem 
WRZKLFKWKHUHSDLULVGLUHFWHG7KHWKHUDSLVW¶VLQVWUXFWLRQVWRWKHSDWLHQW
earlier in the sequence about using his thumb (97) follow the same pattern of 
repairing without exposing the problem.  In the data as a whole, instructions 
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RIWKLVIRUPZKLFKZHVKDOOFDOOµVXE-LQVWUXFWLRQV¶DUHIUHTXHQW7KHVHDULVH
subsequent to initial instruction in an activity and concern the same action but 
often change the emphasis somewhat, i.e. they are re-specified instructions.  
They work towards, and usually effect repair without naming a problem nor 
explicitly evaluating performance.  A short extract from a different session 
provides another example of a sub-instruction. 
 
S3Ph4PaMT1/1.59 
As this sequence begins, the patient has responded to an instruction to stand 
up.  The therapist is kneeling in front of him on the floor. 
1 T KDQGVDUHRQSDWLHQW¶VOHIWWKLJKDQGNQHHVKHPDQLSXODWes the  
muscles, drawing his weight over to his left a little 
2  (7)  
3 T OK can you bring your weight onto your left leg {a bit m}ore 
4 P 
                                                                            { hhh } 
5 P                                                                     begins to lean his weight  
                                                                    towards his left  
 
At line 3, the therapist provides further instruction (a sub-instruction) which 
does not state but imSOLHVDVKRUWIDOOLQWKHSDWLHQW¶VVWDQGLQJ± insufficient 
ZHLJKWRQWKHOHIWOHJ7KHSDWLHQW¶VUHVSRQVHLVSURPSWDQGRYHUODSVZLWKWKH
instruction: he leans to the left and exhales effortfully.  In so responding, he 
implicitly accepts and acknowledges WKHWKHUDSLVW¶VHYDOXDWLRQRIWKHSUREOHP
and orients to (keenly) participating in its repair.  
 
Even more tentative and indirect problem repairs by therapists are to be 
found in the data.  In the next extract, the problem indication and reparative 
action are accomplished through withholding instructions and evaluations 
rather than producing them. 
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S1Ph2PaCT4/11.53  
The patient has a left-sided stroke.  He is taking some steps by leaning his 
right hand on the treatment bed, which supports his right side, and with the 
therapist assisting his left side.  The therapist produces a series of 
instructions that are timed with and accompany her repetitive assistance of 
his steps with his left leg, and are interspersed with brief positive evaluations: 
 
1 T sits on wheHOHGVWRRODWSDWLHQW¶VOHIW 
KHUOHIWKDQGLVEHKLQGSDWLHQW¶VOHIWDIIHFWHGKLS 
2 T past yer left leg 
3   
4  (0.5) 
5 P steps his right leg further forwards  
6   
7 T reaches down to his left foot with her left arm 
8 T WKDW¶VLW 
9   
10 T DVVLVWVSDWLHQW¶s left foot forwards 
11  (1) 
12   
13 T assisting left foot forwards  
14 T and bring this right leg   
((actually appears to be referring to his left leg)) 
15   
16  (.) 
17   
18 T OHWVJRRISDWLHQW¶VIRRWDQGULVHVWRPRUHXSULJKWVLWWLQJ 
19 T goo:d 
20 P left foot is flat on floor in front of right 
21   
22  (3) 
23 P steps his right foot forwards  
24   
25 T once patient has stepped,  
leans and reaches down to his left leg again 
26 T good  
27   
28  (6) 
7KHUDSLVWDVVLVWVSDWLHQW¶VOHIWIRRWIRUZDUGVWKHQULVHVXS 
Patient then steps his right foot, but not past the left leg this time 
therapist wheels her stool back, she seems to start but  
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WKHQDUUHVWDPRYHPHQWGRZQWRSDWLHQW¶VOHIWIRRW 
at this point she very slightly head turns  
DQGJODQFHVXSWRSDWLHQW¶VIDFH 
she keeps heUKDQGLQSRVLWLRQEHKLQGSDWLHQW¶VKLS 
patient then steps right leg further forwards  
29   
30 T looks up to patient, then leans down to his left foot 
31 T love ly 
32  (.) 
33   
34 T DVVLVWVSDWLHQW¶VOHIWOHJWRVWHS 
35 T left leg 
 
Of particular interest to us here is the pause at line 28, during which there is 
an interruption of evaluations and instructions, and a pause in the repetitive 
body movements.  It seems that the patient has failed to step his right leg 
past his left.  Rather than directly point this out to the patient, the therapist 
withholds any verbal instructions or evaluations, and also withholds the body 
movement she has been repeatedly using to assist him.  In addition, she 
glances very subtly at him, and at this point, he steps the right leg further 
forwards and the therapist immediately responds with a positive evaluation 
(31), and by recommencing her assistance (34). 
 
Several issues of interest arise from these sequences.  One is that this 
pattern of correction/repair resembles patterns seen in other settings.  
3K\VLRWKHUDSLVWV¶XVHRIRUZLWKKROGLQJRILQVWUXFWLRQVDQGHYDOXDWLRQV
UHVHPEOHVWHDFKHUV¶LQGLUHFWGLVFRQILUPDWLRQVRIFODVVURRPVWXGHQWV¶DQVZHUV
through clueing and re-specification of questions (McHoul, 1985).  Also of 
interest is the way that body movement plays an important role in this 
strategy.   
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In this form of management of failures of performance, in which the problem 
is not verbally indicated, body movements are important in providing 
clarification and understanding.  For instance, in the case above, when the 
SDWLHQWVWRSSHGVWHSSLQJDQGWKHWKHUDSLVW¶VLQVWUXFWLRQVDQGHYDOXDWLRQV
stopped (28), the therapist gazed at his face and, although she had wheeled 
back her stool and started to move as if to facilitate his left foot movement, 
she arrested her movement, and maintained her hands in position.  This 
served to indicate she was waiting for some (missing) action from him.  In the 
µEHDQEDJ¶VHTXHQFHWKHWKHUDSLVW¶VGHPRQVWUDWLRQRIWKHµFRUUHFW¶WKXPE
movement reinforced the sense that a repair was going on, even though the 
WKHUDSLVWGLGQRWH[SOLFLWO\LGHQWLI\DQHUURU,QWKHµVWDQGLQJEDODQFH¶H[WUDFW
63K3D07WKHPRYHPHQWRIWKHWKHUDSLVW¶VKDQGVDWWKHSDWLHQW¶V
OHIWWKLJKSUHILJXUHGDQGJXLGHGWKHSDWLHQW¶VOHItward movement. 
 
As we discussed in the previous chapter (Section 4.3), body movement can 
be an important resource for communicating about problems that are 
GHOLFDWHZKLFKLWLVGLIILFXOWRUµLQDSSURSULDWH¶WRWDONDERXW7KXVLWLVQRW
surprising that in the physiotherapy data, body movement is often used as a 
resource for indicating a problem without bringing it to the verbal surface, and 
likewise for repairing errors in an indirect way.  
 
Thus far, our analysis of extracts has concentrated on several indirect and 
HYHQDPELJXRXVSUDFWLFHVXWLOLVHGE\WKHUDSLVWVLQWKHIDFHRISDWLHQWV¶
problems.  We have focused particularly on a strategy for managing and 
repairing problems wherein therapists instigate repair without bringing the 
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problem to the verbal sXUIDFHRIWKHLQWHUDFWLRQ:HQRWHGDµVSHFLDO¶FDVHRI
this where the therapist instigated change to a completely new activity 
without providing reasons for doing so, although it seemed likely to be a 
UHVSRQVHWRWKHSDWLHQW¶VIDLOXUHLQDFXUUHQWDFWLYLty.  We will return to this 
pattern of changing between activities in a later section when we examine 
SDWLHQWV¶conduct, responses and understandings of problems of 
SHUIRUPDQFH)RUQRZZHZLOOPDLQWDLQRXUIRFXVRQWKHUDSLVWV¶SDWWHUQVRI
conduct by examining a much more direct strategy for indicating and 
correcting problems, returning to the beanbag and ball extract to do so.   
 
S2Ph3PaHT3/11.58 
(Volume 2, pages 19-33) 
As indicated above, the extract includes one instance of direct indication and 
repair of a problem by the therapist.  This begins as the first manipulation 
exercise, rolling the beanbag, is introduced. 
22-82, simplified 
22 T O .MXVWµDYHD go at (.) turning this (.)  
   
 T just hold it in yer hand for me {(patient name)} 
 P                                                 {yeah              } 
   
 T I want you just to turn it over  
 P = turn it over yes 
   
34 T has completed two demonstrations with beanbag  
and passes it to patient  
 T yeah {OK   } 
 P          {yeah} 
 P           reaches out for it with both hands 
  
 
  (2)  
 P takes it in his right hand first then passes it to his left hand  
and positions it there  
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44 P like that 
 T well (.) { yeah      sidew  } 
 P             {or like that sorry}  
 P                                 holds beanbag out in front of him in  
                                 his left fist with elbow extended 
   
51 T yeah sideways that's it  
52 P                                   starts to turn it over by pronating forearm, 
                                  not rolling it within his hand 
                                 (Framegrabs 5f and 5g, overleaf) 
   
  (1.5)   
   
 T               holds her right hand out and does a rolling movement 
              with fingers and thumb  
57 T >no no just turning it over 
 P              takes hold of beanbag with right hand as well as his left, 
             makes hesitant movements, and does not appear to be  
             initiating the manipulation action 
   
 T reaches to take hold of beanbag  
 P over 
 P holding beanbag 
   
 T places beanbag in her left palm 
65 T let me show you again 
 P JD]HIROORZVWKHUDSLVW¶VKDQGVDQGWKHEHDQEDJ 
   
 P mm 
   
 T holding and looking at beanbag with her fingers out & palm up 
 T so (.) keepin yer hand nice and o{pen  } 
 P                                                      {yeah} 
   
 T rolls beanbag three times 
 T \RX¶UHMXVWPRYLQWKHWKHEDJLQ^\HU`KDQG 
 P                                                    {oh } 
 P oh yes uh 
   
82 T passes it inWRSDWLHQW¶VRSHQKDQG 
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Framegrab 5f 
Framegrab 5g 
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In this sequence, after demonstrating the beanbag rolling action, the therapist 
passes it to the patient (34).  First the patient attempts to position the 
EHDQEDJLQKLVKDQGDQGWRJHWKHUWKH\UHSDLUWKHµZURQJ¶SRVLWLRQLn which 
he initially holds it.  
 
At lines 44-51 there is an indirect repair, which was examined in the previous 
FKDSWHU6HFWLRQ+RZHYHUWKHQH[WFRUUHFWLRQRIWKHSDWLHQW¶VDFWLRQV
is more direct.  The patient now grasps the beanbag, and begins the 
exercise.  But instead of mirroring the movement the therapist demonstrated, 
rolling it over within the hand, he turns the beanbag over by rotating his 
forearm, while the beanbag is held still within his fist (Framegrabs 5f and 5g). 
 
Direct indications DQGUHSDLUVRISDWLHQW¶VSUREOHPVRISHUIRUPDQFHDUH
uncommon in the whole collection.  This raises the question: why does it 
arise here?  Close examination of the sequence reveals that this direct 
LQGLFDWLRQFRQFHUQVDSUREOHPRIWKHSDWLHQW¶Vunderstanding rather than his 
performance.  Rather than attempting and failing in the demonstrated, 
instructed activity, this patient appears to have misunderstood the 
instructions altogether.  It is this misunderstanding, rather than a failure of 
performance that is directly managed by the therapist.  This suggests that the 
GHOLFDF\RIWKHUDSLVW¶VLQGLFDWLRQDQGUHSDLUYDULHVGHSHQGLQJRQWKHsort of 
trouble that has arisen.  Throughout the rest of the extract, the patient is 
attempting to perform the activity she asked of him, but is failing to 
successfully achieve it.  In these circumstances, the therapist manages the 
problems less directly.  Complete misunderstanding of the instruction, and 
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also interruptions of performance due to complaints of pain (data not shown) 
are less delicately managed than failures of achievement.  
 
Recalling our discussion of interactional conduct associated with physical 
incompetence (Chapter 4, Section 4.4), it was noted that bodily conduct that 
is incompetent is treated as potentially XQGHUPLQLQJRIDSHUVRQ¶VRYHUDOO
µHVVHQWLDO¶FRPSHWHQFHDOVRDVSRWHQWLDOO\LQGLFDWLQJDIDLOXUHWRµWU\KDUG
HQRXJK¶,WVHHPVWKDWIDLOXUHWRDFKLHYHWUHDWPHQWDFWLYLWLHVLVUHFXUUHQWO\
WUHDWHGDVSRWHQWLDOO\LQGLFDWLQJµHVVHQWLDOLQFRPSHWHQFH¶DQGOack of effort, 
whereas failure to understand is not ± perhaps because misunderstanding 
VHHPVOHVVOLNHO\WREHGXHWRµODFNRIHIIRUW¶ 
 
7KDWFHUWDLQWURXEOHVZKLFKDULVHZLWKUHJDUGWRWKHSDWLHQW¶VDFWLRQVDUH
delicate whilst others are not provides an illustration of how meaning is 
achieved through local interaction (Chapter 3, Section 3.3.2).  Rather than 
certain troubles being automatically, by definition, more delicate, it is through 
SDUWLFLSDQWV¶WUHDWPHQWRIWKHPWKDWWKH\DUHPDGHVR± as Silverman (1997) 
SRLQWVRXW³ZKDWLVDµGHOLFDWH¶PDWWHULVVRPHWKLQJWKDWLVORFDOO\SURGXFHG
DQGPDQDJHG´S3XWPRUHVLPSOLVWLFDOO\EHFDXVHIDLOXUHWRDFKLHYHLV
treated as delicate, it is delicate.  This principle applies more widely still, in 
that whether any performance is counted as a success or a failure is not an 
integral property of it, but is constructed in the local interactional conduct of 
the participants (see Heritage 1984).  This local constitution of meaning is 
one of the factors which make prescribing and defining good practice through 
abstract, free-standing recommendations problematic.  However, this is to 
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pre-empt arguments we will put forward later in this thesis.  We will return to 
considering the extract in hand. 
 
5.4.2 Importance of HYDOXDWLRQVLQFRQWULEXWLQJWRSDWLHQWV¶
understanding of activities  
6RIDUVHYHUDOH[WUDFWVKDYHLOOXVWUDWHGZD\VWKHUDSLVWVPDQDJHSDWLHQWV¶
failures of performance, and have prompted consideration of reasons 
underlying these forms of management.  We will now elaborate our analysis 
E\FRQVLGHULQJSDWLHQWV¶UHVSRQVHVWRWKHUDSLVWV¶HYDOXDWLRQV:HVDZHDUOLHU
that one function of positive evaluations is to make available to patients the 
reasons for moving from one activity to the next.  We will now argue that 
negative evaluations have a similar function ± they help provide for smooth 
and mutually understood change of activity (to corrective actions).  We will do 
VRWKURXJKDµQHJDWLYH¶H[DPSOHIURPWKHEHDQEDJDQGEDOOH[WUDFWZKHUH
topic changes appear rather problematic.  Specifically, we will examine how 
absence of therapist evaluations appears to cause some interactional 
troubles which do not arise when ongoing activities and changes between 
DFWLYLWLHVDUHDFFRPSDQLHGE\HYDOXDWLRQV7KHWKHUDSLVW¶V conduct here is 
unusual amongst these data in that she repeatedly avoids any reference to 
failures in his performance even when are very apparent.  She instigates 
change from one activity to another without producing evaluations.  
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S2Ph3PaHT3/11.58 
(Volume 2, pages 19-33) 
The first change we will examine is from manipulation of the beanbag to 
PDQLSXODWLRQRIWKHEDOO6KRUWO\EHIRUHWKLVFKDQJHWKHSDWLHQW¶VIDLOXUHWR
manipulate the beanbag is clear, at least through his talk:  
 
124-137, simplified 
124 P  
 mm  no (I can-QR,FDQ¶W  
 P                                    still squeezing beanbag 
  (.) 
 T DYHQ¶WJRWDSHQDWWKHPRPHQW,¶OOMXVWILQGVRPHWKLQJWR 
move (0.5) with yer thumb 
   
 T walks away and fetches a small ball 
133  (12) 
patient continues to hold and slightly move beanbag,  
   
134 T WDNHVWKHEHDQEDJRXWRIWKHSDWLHQW¶VKDQG 
135 P aah   
  
 
 T sits down, demonstrates rolling the ball with her thumb 
137 T 
T 
ri:ght just try with thi:s: (.) all I want to see really is you  
just movin it with yer thumb  
 
The patient has produced negative evaluations.  Therefore one possible 
interpretation of the reason for the change instigated by the therapist is that 
the patient is struggling to do one activity, and may have more success with 
DQDOWHUQDWLYHRQH+RZHYHUWKLVUHDVRQLQJDQGWKHWKHUDSLVW¶VYLHZDUH
never explicit.  Instead, she leaves the treatment scene, fetches the ball, and 
takes the beanbag from the patient without providing any explanation in 
WHUPVRIWKHSDWLHQW¶Vperformance. 
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As the patient attempts to manipulate the ball, further failures of performance 
are apparent, especially in the following sequence which starts as the 
therapist instructs him to change from moving the ball forwards and 
backwards, to moving it sideways. 
210-224, simplified 
210 T side ways 
   
213  (7.5) 
 P squeezes ball, but no sideways movement occurs 
   
216 P ah uh uh 
   
 T                             UHDFKHVWRSDWLHQW¶VWKXPE 
219 P  am I doin al righ uh 
 T ye:ah jus need to work on that (.) on that thumb  
224 P mm   
 
After a relatively long period (213) during which neither party speaks and the 
patient tries to move the ball in the way the therapist has instructed him, he 
verbally expresses trouble: ah uh uh, then a direct question: am I doin 
al righ uh, to which she responds ye:ah jus need to work on that (.) on 
that thumb.  Thus, she produces modulated and tentative talk ± implying 
SRVLWLYHHYDOXDWLRQZLWKKHUDIILUPDWLYHµ\HDK¶EXWDOVRUHSDLUµMXVQHHGWR¶
Thus, following a visibly failing activity about which the therapist does not 
provide any evaluations, the patient first produces a vocalisation to which the 
WKHUDSLVWFRXOGUHVSRQGYHUEDOO\EXWGRHVQRWWKHQµXSJUDGHV¶WRD
question that more strongly obliges her to produce both evaluation and 
reassurance (219).   
 
Throughout the whole extract, the patient frequently indicates concerns to the 
therapist through direct negative verbal evaluations, vocalised indications of 
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WURXEOHVµXK¶µ DDK¶VLJKVDQGJODnces.  However, unlike his direct 
question during the ball exercise above, these prompt little direct attention 
from the therapist in the form of response, reassurance and encouragement.   
 
In the next sequence, we again see that a direct question results in an 
evaluation by the therapist.  This sequence concerns the change from ball to 
pencil manipulation.  Again it is not preceded or accompanied by any 
explanatory evaluation by the therapist.  In fact neither patient nor therapist 
produce any explicit problem indication prior to the change.  However, unlike 
the beanbag to ball change, this time the patient actively seeks an evaluation 
during the sequence.  As we re-enter the extract, the therapist has been 
SK\VLFDOO\FRUUHFWLQJWKHSDWLHQW¶VDFWLYLW\ZLWKthe ball (Framegrab 5h): 
 
Framegrab 5h 
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276-296, simplified 
276 T turns the ball with patient also holding it,  
as she does so, the ball drops to the floor 
  (1) 
   
 T reaches down quickly to ball 
 T ooh 
 P looks down to ball,  
still holds his hands open 
   
 T gets off bed and bends to get ball 
 P aah ooh dear 
   
 T reaching for ball 
 T huh h 
   
  (1.5)  
   
 T starts standing up in front of patient 
 P sorry 
   
 T changes direction and walks away round the end of the bed  
 T  V¶DOULJKWOHWPHVHHLII can find my (.) my pen 
   
 T off camera 
  (14)  
   
 T ooh five one two six ((to other therapist)) 
   
 T returns to treatment area, holding a pencil 
  (6) 
   
 T                                     sits down holds pencil in front of her  
                                    in her thumb and finger tips 
 T ((coughs)) this is better 
   
 T                                       leans in more to patient  
                                      with the pencil held out 
316 P QRWµDYLQDYHU\JRRG time are we 
 P very slight movement head movement and glance  
toward therapist 
   
 T looks down at pencil, still holds it out, does not look to patient  
                          moves pencil nearer to patient  
                          starts to roll it with thumb and fingers 
 T  QR\RX¶UHGRLQfi:ne h >I want you <just to  
 T practise just movin that over {yer    } fingers like {that  } 
321 P 
                                              {yeah}                    { aah } 
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As the therapist is correctiQJDQGGHPRQVWUDWLQJWKHSDWLHQW¶VDFWLRQZLWKWKH
ball, it accidentally drops to the floor and she moves to pick it up.  At first she 
seems about to pass it back to the patient, whose hands remain positioned 
ready to recommence the prior activity.  However, as she rises up to stand, 
she changes course, providing a (rather minimal) explanation which centres 
on her action, rather than that of the patient: let me see if I can find my (.) 
my pen.  Neither here, nor elsewhere, before or after the change from ball to 
pencil exercises does she produce any specific verbal evaluation of the 
SDWLHQW¶VSHUIRUPDQFHZLWKWKHEDOO7KHSDWLHQW¶VTXHVWLRQDIWHUWKHWKHUDSLVW
has returned with pencil in hand: QRWµDYLQDYHU\JRRG time are we 
implies his general negative evaluation.  In its content, its structure: the tag 
µDUHZH¶DQGKLVGLVWUHVVHGZRUULHGWRQHKHHQFRXUDJHVDUHVSRQVHDQG
indeed a reassuring one from the therapist.  The therapist orients to this with 
a verbal reassurance  QR\RX¶UHGRLQfi:ne h >I want you <just to 
SUDFWLVH«.  However, this is brief and with her gaze and talk she maintains 
a focus on the topic of the activity ± the pencil ± rather than on interacting 
DERXWWKHSDWLHQW¶VSHUIRUPDQFHDQGLWVVKRUWFRPLQJV 
 
Interestingly, the referent RIWKHSDWLHQW¶VHYDOXDWLRQLVµWKHWLPHwe are 
KDYLQJ¶ZKHUHDVWKHWKHUDSLVW¶VUHVSRQVHFRQFHUQVµKRZ\RX¶UH GRLQJ¶6KH
thereby both disattends the implied inclusion of herself in the evaluation and 
counters the negative assessment he has made.  The pDWLHQW¶VGHPHDQRXU
during this part of the sequence ± his downcast gaze and tone, and the 
WKHUDSLVW¶VUHVSRQVHDUHLQGLFDWLYHRIWKHGHOLFDF\DQGGLVSUHIHUHQFHIRU
HYDOXDWLQJDWKHUDSLVW¶VDFWLYLW\DSDWWHUQZHVHHHOVHZKHUHLQWKLVWKHVLV 
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To summarise DQDO\VLVRIWKLVVHTXHQFHWKHWKHUDSLVWWUHDWVWKHSDWLHQW¶V
failures of performance delicately, as is typical throughout the data.  However 
the extent to which she is indirect is unusual: she seems to avoid attending to 
problems even though these are evident, producing no evaluations except 
ZKHQGLUHFWO\VROLFLWHGDQGSURGXFLQJµXQH[SODLQHG¶UHSDUDWLYHDFWLRQV,Q
this situation, the patient makes efforts to solicit some form of evaluation and 
UHDVVXUDQFHIURPWKHWKHUDSLVW7KHSDWLHQW¶VDFWLYHVROLFiting of an 
evaluation in this case adds to the evidence that evaluations are important in 
FRQWULEXWLQJWRSDWLHQWV¶XQGHUVWDQGLQJRIKRZWKH\DUHGRLQJZLWKLQDFWLYLWLHV
aspects of why they are doing them, and to their ongoing sense of 
accomplishment in physiotherapy.  In the absence of evaluations by this 
WKHUDSLVWWKHSDWLHQW¶VH[SUHVVLRQV± his talk, sighs and glances ± attempt to 
elicit these with various degrees of obligation.  It seems that the patient 
expects the therapist will give evaluations, and makes this expectation 
evident.  Furthermore, in their absence, this patient displays distress and a 
need for reassurance, showing that he infers there are indeed problems.  The 
SDWLHQW¶VHYLGHQWLQWHUSUHWDWLRQWKDWDEVHQFHRIGLUHFWDVVHVVPHQWVLQWKH
presence of troubles reflects the way that withheld and delayed actions are 
recurrently oriented to as indicating withheld or as yet unstated 
disagreement, criticism, rejections etc. (Heritage, 1984; and Section 5.2.2 
above).  
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5.4.3 7KHUDSLVWV¶PDQDJHPHQW strategies in which the problem is 
verbalised 
We now continue our analysis of the various patterns by which therapists 
LQGLFDWHDQGUHSDLUSDWLHQWV¶IDLOXUHVRISHUIRUPDQFH6RIDUZHKDYHVHHQ
that therapists occasionally bluntly and directly identify the problem, but this 
is rare and occurs only in particular circumstances.  In general, failures of 
performance are dealt with indirectly.  Through providing sub-instructions, 
and/or withholding either instructions or positive evaluations, therapists can 
instigate repairs without directly naming the problem.  Body movement forms 
an important element in these repairs.   
 
This form of repair follows the pattern which Jefferson (1987) described as 
embedded correction.  As noted in Section 5.2.3, in this form of correction, 
the problem and its repair do not themselves become the interactional 
business at hand.  The prior activities continue, and there is no opportunity 
for explicit discussion and explanation of the error that preceded the 
correction.  Thus, in the strategies examined so far, since the problem is not 
µRQWKHVXUIDFH¶QHLWKHULWQRULWVFRQVHTXHQFHVDUHDYDLODEOHDVDWRSLFIRU
dialogue.  Furthermore, neither analyst nor therapist has any indication of the 
SDWLHQW¶VSHUVSHFWLYHRQDQGXQGHUVWDQGLQg of the problem.   
 
,QWKHVHTXHQFHVZHH[DPLQHQH[WWKHVWUDWHJLHVXVHGWDNHWKHµH[SRVHG
IRUP¶-HIIHUVRQGHVFULEHGVRWKDWWKHSUREOHPGRHVEHFRPHWKHWRSLFRIWKH
interaction, and there is sequential opportunity for talk about it.  Hence it can 
be a basis for talk about why an individual activity is being performed and for 
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justification for participation in therapy.  Although the problem is named, we 
will see that this is nevertheless done in a manner that indicates delicacy and 
a dispreference for direct criticism of a co-participant. 
 
Two main patterns found in the data will be described.  In one, the therapist 
elicits some reference to the problem from the patient prior to producing her 
own talk about it.  As discussed in Section 5.2.4, this practice of asking a co-
participant for their view first is common in ordinary conversation and is used 
in specialised form during medical consultations (Maynard, 1991c, 1992).  
The manner in which this practice functions in these physiotherapy 
interactions will be explored shortly.  First though, we examine the other main 
pattern, wherein the therapist states the problem, but it is mitigated and 
minimised in various ways. 
 
5.4.3.1 The therapist identifies the problem in a mitigated form 
In this pattern, the therapist produces an evaluation which identifies the 
problem in ways that characterise dispreferred turn shapes and elements, 
with pauses and other delays such as giving a positive assessment first; and 
using terms which serve to mitigate and minimise problems, including 
depersonalising the referent of the problem.  
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S3Ph6PaOT4/11.48 
The patient is lying on the treatment bed, and is performing a series of arm 
movements that the therapist is resisting (a technique known as 
proprioceptive neuromuscular facilitation).  The sequence begins in the midst 
of an instruction/physical response sequence:  
 
1 T and a gain so fingers back wrist back and straighten yer  
2 T el bow think about straightening yer elbow 
3  (0.5) 
4 T hh and then squeeze and come down 
5  (0.2) 
6 T >OK < h yer really strong now (0.2) h he:re (.) 
7 T with the ben{d::} 
8 P                        {ye}ah 
9 T WKDW¶VUHDOO\UHDOO\VWURQJLW¶VPRUHDWWKH back 
10 P =yes 
11 T WKDW¶VLWVWLOOD- a liddle bit weak 
12 T DOWKRXJKLW¶VDORWORWVWURQJHU{O K} 
13 P                                                     {(     )}32 
14 P (                            ) 
15 T ((laughing)) hm hm hm hm h so 
16  (0.2) 
17 T h I want you to re lax the top half of yer arm 
18 P mm 
19 T O .DQGZH¶UHMXVWJXQQDJRKK 
20  (0.5) 
21 T on that movement  
 
7KHWKHUDSLVW¶VHYDOXDWLRQRIWKHSDWLHQW¶VSHUIRUPDQFHEHJLQVZLWKDSRVLWLYH
component prior to identifying a problem: LW¶VPRUHDWWKH EDFNWKDW¶VLW
still a- a liddle bit weak.  This negative evaluation is mitigated in several 
ZD\V7KHVHLQFOXGHLWVOH[LFDOIRUPµDOLGGOHELW¶DQGWKHZD\LWLV
                                            
32. (QJOLVKLVQRWWKLVSDWLHQW¶VILUVWODQJXDJH+LVWDONSUHVHQWHGVRPHGLIIiculties for the 
analyst in transcribing and the therapist can be seen during the sessions to have problems 
understanding some of his words. 
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accompanied by an indication that even though there is a problem, there is 
nevertheless progress: DOWKRXJKLW¶VDORWORWVWURQJHU(12).  A further 
mitigating element can be seen in the way that the first positive assessment 
is personalised yer really strong now whereas the negative assessment 
that follows is not: WKDW¶VLWVWLOOD- a liddle bit weak.  This strategy of 
depersonalising a referent has been found used in other medical interactions 
ZKHUHLQSDWLHQWV¶SUREOHPVDUHWUHDWHGGHOLFDWHO\E\SUDFWLWLRQHUV:HLMWVHW
al., 1993).  Although some of his words are inaudible, throughout the extract 
the patient apparently aligns, as is evident in his vocalisations, nods, smiles, 
and hLVSDUWLFLSDWLRQLQUDWKHUWKDQTXHVWLRQLQJRIWKHWKHUDSLVW¶VHYDOXDWLRQV
and actions. 
 
As in almost all the extracts in this chapter, indicating a problem and making 
a case for some next treatment activity are closely linked.  That is, the 
problem provides a basis for the intelligibility of the next actions.  The 
WKHUDSLVW¶VYHUEDOLGHQWLILFDWLRQRIWKHSUREOHPSURYLGHVDUHDVRQDQGZDUUDQW
for the remedy (see Section 5.4.4). 
 
5.4.3.2 7KHWKHUDSLVWVHHNVWKHSDWLHQW¶VSHUVSHFWLYHSULRUWRKHUWDON
about the problem  
The other strategy in the data by which problems are raised to the 
interactional surface follows the perspective display sequence pattern 
described in Section 5.2.4.  In this sequence, a clinical assessment which 
refers directly to the problePLVSURGXFHGEXWQRWXQWLOWKHSDWLHQW¶VRZQYLHZ
has been solicited.  The sequence is organised such that agreement and 
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affiliation is preferred and facilitated (Maynard, 1991c).  This pattern arises 
regularly in these data, with a range of complexity.  We will now consider a 
relatively simple example.  
 
S2Ph4PaMT1/1.56 
As this sequence begins, the patient is sitting on the treatment bed.  The 
therapist sits in front of him and raises the bed with the electric controls.  As 
the patient stands up, a problem of performance is evident.  
 
1 T pop the bed up a bit for you 
2  (1.5)  
3 T h make it eas y 
4  (1.5) 
5 T go on then 
6  (3)  
7 P patient leans forward and bottom raises off bed a short way,  
but then descends ± at this point, therapist appears to add to her  
assistance at his left hip 
(Framegrab 5i, overleaf) 
SDWLHQW¶VERWWRPWKHQUDLVHVRIIWKHEHGDQGKHFRQWLQXHV 
to ascend towards standing 
8   
9 P mm  
10   
11 T ORRNVGRZQDWSDWLHQW¶VOHJV 
12  (2.5) 
13 P reaches standing and looks down 
14   
15 T raises head to look at patient  
16 T right how did that feel  ((tone serious)) 
17 P alright when I eventually got up (.) from- IURPWKHEHG\¶^NQRZ` 
18 T                                                                                          {yeah} 
19 P  yeah  
20 T KORRNHGOLNH\RXPLJKW¶YHQHHGHGWREULQJ\HUKORRNHGOLNH 
21 T \RXPLJKW¶YHQHHGHGWREULQJ\HU weight a little bit further  
22 T forwards >have a sit down 
23 P mm hm 
24  (4.5) 
25 P sits down 
26   
27 T good  
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28 P hhh 
29 T alright hhh so remember what we said about trying to bring yer 
30 T VKRXOGHUVIRUZDUGV« 
 
 
 
 
The patient evidently has some difficulty getting off the bed and into standing, 
needing a couple of attempts to do so (7), and giving a vocal indication that it 
is effortful (9) (Framegrab 5i).  Several sequential possibilities are open to the 
therapist at this point.  For instance she could disattend this aspect of the 
performance, or could produce some sort of talk referring to it.  What she 
actually does is to provide additional physical assistance, and then seeks the 
SDWLHQW¶VYLHZRQKLVSHUIRUPDQFHDIWHULWKDVEHHQFRPSOHWHG7KHWKHUDSLVW
VHHNVWKHSDWLHQW¶VSHUVSHFWLYHWKURXJKDQXQPDUNHGTXHVWLRQ± that is, a 
Framegrab 5i 
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question that does not assume the existence of a problem (Maynard, 1991c): 
right how did that feel7KHSDWLHQW¶VUHVSRQVHLQGLFDWHVKLVDZDUHQHVVRI
a problem, but does not specify the nature or cause of the difficulty he had.  
This response means that the therapist can introduce talk about the problem, 
suggest its cause (not bringing his weight far enough forward) and its 
DVVRFLDWHGUHSDLULQDµKRVSLWDEOH¶HQYLURQPHQW- wherein the patient has 
indicated that in his view the performance was problematic.  
 
%\PDQDJLQJDVKRUWIDOOLQWKHSDWLHQW¶VSHUIRUPDQFHWKURXJKDSHUVSHFWLYH 
display sequence the therapist is able to check whether the patient is aware 
of any problem, and thereafter to refer explicitly to the problem, its cause and 
its repair.  That is, an exposed form of correction takes place.  In addition, the 
form of the thHUDSLVW¶VWDONDERXWWKHSUREOHPDWOLQHV-21 contains 
mitigating elements similar to those examined above: looked like you 
PLJKW¶YHQHHGHGWREULQJ\HUweight a little bit further forwards.  
Prefacing her account of the problem with an evidential verb, and using the 
WHUPµPLJKW¶YH¶ERWKPDNHKHUDVVHUWLRQOHVVVWURQJDQGEOXQWO\DXWKRULWDWLYH
(Peräkylä, 1998).  The link between problem indication and remedy proposal 
is again evident in this sequence.  At the end of it, the patient is instructed to 
sit down and the therapist performs a longer repair33 (beyond the lines 
reproduced above).   
                                            
33. In this extract, the therapist performs a longer and more complex correction and 
explanation of the performance failure once the patient is sitting down, rather than in the 
more precarious standing position.  Dialogue of any length about problems and repairs 
seems to require a stable position and a suspension of the physical treatment activity itself.  
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5.4.4 Tying problem indications to remedies and encouragement 
As we have already pointed out, regularly in these data, therapists 
sequentially tie negative assessments to proposals of remedies in the form of 
other therapy activities (e.g. the extract above). More generally, within 
sequences in which problems are indicated and/or repaired, therapists tend 
through their words and tone to encourage patients to continue their efforts.  
 
A good example comes from Extract S3Ph6PaOT4/11.48, examined above, 
where we can see the therapist encourages the patient in at least two ways.  
She notes his progress despite the problem (weakness at the back of the 
arm) that is being indicated, and she proposes a next activity which seems to 
be aimed at remediating the current weakness:  
 
S3Ph6PaOT4/11.48 
6 T >OK < h yer really strong now (0.2) h he:re (.) 
7 T with the ben{d::} 
8 P                       {ye}ah 
9 T WKDW¶VUHDOO\UHDOO\VWURQJLW¶VPRUHDWWKH back 
10 P =yes 
11 T WKDW¶VLWVWLOOD- a liddle bit weak 
                                                                                                                           
This is consistent with findings by Weeks (1996) concerning repair of embodied activities.  
+LVUHVHDUFKRIDQRUFKHVWUDOFRQGXFWRU¶VUHSDLUVRISOD\HUV¶SHUIRUPDQFHVIRXQGWKDWORQJHU
repairs were only performed when the activity had been halted.  In his data, the sound 
created by continued playing precluded anything but terse repairs during ongoing 
performance.  In the physiotherapy data, it seems that participants orient to ongoing 
(challenging) physical activities as precluding attention to anything beyond brief repairs 
during performance. 
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12 T DOWKRXJKLW¶VDORWORWVWURQJHU^2 K} 
13 P                                                     {(     )} 
14 P (                            ) 
15 T ((laughing)) hm hm hm hm h so 
16  (0.2) 
17 T h I want you to re lax the top half of yer arm 
18 P mm 
19 T O .DQGZH¶UHMXVWJXQQDJRKK 
20  (0.5) 
21 T on that movement  
KROGLQJWKHSDWLHQW¶VDUPVKHGHPRQVWUDWHVDQH[HUFLVH 
for the back of the arm where she has indicated  
there is still weakness) 
 
7KHWKHUDSLVW¶VHQFRXUDJLQJWRQHLVXQVXUSULVLQJJLYHQWKHSRWHQWLDOO\
GHPRWLYDWLQJHIIHFWRIH[SRVLQJDSDWLHQW¶VVKRUWFRPLQJV7KHFORVHQHVVRI
problem indications to proposals of remedies is also unsurprising; as was 
highlighted at the beginning of the chapter, many institutional activities such 
as teaching and therapy inherently involve both identification and repairs of 
errors.  Maynard (1991c, 1992) found that through their interactional 
practices, clinicians work to ensure their problem assessments are 
formulated in such a way as to anticipate, project and indeed warrant 
particular clinical proposals.  In the physiotherapy data too, it seems that 
proposing a remedy provides a warrant for making a negative assessment in 
the first place.   
 
2QFHDJDLQDµQHJDWLYHH[DPSOH¶KHOSVLOOXVWUDWHWKLVPRUHFOHDUO\7KHOLQN
between problem assessments and treatment proposals is particularly 
HYLGHQWLQVRPHGDWDZKHUHWKHUDSLVWVµVNLUWDURXQG¶DQGDYRLGDWWHQGLQJWR
µQHJDWLYHV¶ZKHQWKH\ODck a way to remedy a problem.  We see this in the 
 268 
following brief sequences from toward the start of a treatment session34 with 
a patient who is five weeks after his stroke and has no hand movement and 
very little arm movement.  In order to understand the implications of the 
following, it is important to know that if a patient does not have active hand 
movement by four weeks post-stroke, recovery of arm and hand movement is 
very unlikely (Bard and Hirschberg, 1965; Heller et al., 1987).  
 
S2Ph4PaMT1/1.37 
1 T any more movement with yer arm or not on Fri day  hh 
2 P QR,GRQ¶WWKLQNVR 
3 T no 
4 P no. 
5  (0.5) 
6 P ,¶PEHJLQQLQJWRJHWDELWZRUULHGDERXWLW ,¶OOWHOO\RX  
7 T = mm 
8  (1) 
9 T arms are funny things though  
10 P mm ((sigh)) 
11  (2) 
12 T can you come over towards me a bit 
 
The patient clearly indicates problems regarding both his ability to move his 
DUPDQGH[SOLFLWO\WDONVDERXWKLVZRUULHGIHHOLQJV7KHWKHUDSLVW¶V
response (7,9) is somewhat non-committal and certainly does not constitute 
problem assessment.  She rapidly changes topic.  About three minutes later, 
                                            
34
 It should be noted that unlike most of the extracts discussed in this chapter, the following 
two brief sequences concern assessments about activities outside the current treatment 
session.  They are analysed here because they include, nevertheless, a form of problem 
assessment by a patient, and because they shed light upon a particular interactional 
challenge ± WKHUDSLVWV¶PDQDJHPHQWRISDWLHQWV¶DSSDUHQWO\XQUHVROYDEOHIDLOXUHVRI
performance.   
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in response to a solicit, the patient produces a further related assessment, 
which he clearly shows through its tone and content to concern a trouble.   
 
S2Ph4PaMT1/1.40 
1 T KRZ¶VWhis hand been? 
2  (0.3) 
3 P about the same ((sounds sad/subdued)) 
4  (2) 
5 P I keep sort of rubbin it to try an get the muscles 
6 P {goin} but nothin happens 
7 T {yeah} 
8 P slight head shake 
9  (4) 
10 T right just relax for me 
11  (2) 
12 T WKDW¶VLWJRRGman 
13  (4) 
14 T h you rub cream into yer hand 
 
The therapist produces a minimal acknowledgement at line 7.  While she 
VXEVHTXHQWO\SURSRVHVDQDFWLRQUHODWHGWRWKHSDWLHQW¶VKDQGUXEELQJFUHDP
into it ± line 14 and beyond), this is not likely to remedy the lack of hand 
movement - as the therapist explains a few minutes later, the reason for 
doing so is: ¶FDXVH\RXUVNLQ¶VDOLWWOHELWDOLWWOHELWrough. 
 
In these extracts then, even though it is the therapist who initially raises the 
arm and hand as topics, she does not propose related treatment activities.  It 
is not uncommon for a therapist to ask a patient about particular body parts 
or movements towards the start of a session, as occurs here.  However, 
usually the therapist goes on to propose plans for the forthcoming session 
which are related to these body parts or movements (e.g. 
S2Ph3PaHT3/11.44 Chapter 6 and Volume 2, and in a similar vein, 
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S1Ph2PaGT1/11.11 Chapter 6 and Volume 2).  This therapist does not 
propose related plans for treatment.  The therapist avoids directly attending 
to and assessing a problem of arm and hand movement, despite concerns 
the patient makes evident.  Thus, in contrast to other extracts in this chapter 
in which remedies are proposed when problems are evident or made evident, 
the therapist does not propose a remedy that aims at dealing with or 
attempting to improve the movement about which concern has been 
H[SUHVVHG,WVHHPVWKDWLQWKHOLJKWRIWKLVSDWLHQW¶VSRRUSURJQRVLVIRUDUP
and hand recovery, treatment activities cannot be proposed.  Problem 
indications are not an end in themselves, but form part of the work of 
justifying and warranting proposed treatment activities, and therapists only 
seem (willing) to produce them when a treatment proposal is being offered 
too. 
 
5.4.5 7KHUDSLVWV¶SURVSHFWLYHPDQDJHPHQWRISUREOHPVWKURXJK
instruction format 
Our analysis of sequences where problems of performance are apparent or 
made apparent has described various strategies by which therapists manage 
them.  We have examined direct and indirect indication of problems.  Until 
now, the problem management strategies examined occur after the event, as 
it were.  We now turn to a form of prospective management of failures of 
performance whereby therapists deal with and pre-empt problems prior to 
any actual occurrence.  This is done through the instructions they give. 
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In the data, two forms of pre-emptive management through instructions can 
be seen.  In one pattern, the instruction projects the forthcoming activity as 
potentially difficult.  Any subsequent failure has thus been accounted for to 
some extent, it is made understandable in the circumstances.  In the other, 
the instruction is formulated in such a way that no endpoint or goal of an 
exercise is specified.  As a result there is QRµSXEOLFO\DYDLODEOH¶FULWHULRQE\
which achievement can be judged (Curley, 1998), therefore, if it occurs, 
failure is less likely to be apparent.  
 
In the beanbag and ball extract, examples of the first pattern arise.  For 
instance, towards the end of the sequence the therapist introduces the 
activity of manipulating a pencil as follows: 
 
S2Ph3PaHT3/11.58 
(Volume 2, pages 19-33) 
320-334, simplified 
320 T  QR\RX¶UHGRLQfi:ne h >I want you <just to practise just movin  
  that over {yer    } fingers like {that    } 
 P 
               {yeah }                    { aah } 
 T see if you can manage h s- WKDW¶VTXLWHGLIILFXOWWKDW¶V 
 T asking quite a lot of yer thumb really 
 T PPRKWKDW¶VEHWWHU yeah 
334 P very small movements of pencil and fingers 
 
Thus in the very introduction of the activity the therapist notes that it is quite 
difficult and asking quite a lot of yer thumb really.  The patient does 
manage some movement, and although the video-recording shows this to be 
very small, the therapist is able to say WKDW¶VEHWWHU yeah.   
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An example from a different recording shows that the other pattern (i.e. no 
specific endpoint) also allows the therapist to produce a positive assessment, 
even in the face of limited physical response by the patient. 
 
S1Ph1PaBT2/11.21 
,QWKLVVHTXHQFHWKHSDWLHQW¶VDUPRYHUZKLFKVKHKDVYHU\OLWWOHDFWLYH
control, is guided by the therapist.  The patient is standing facing an 
adjustable height table.  The therapist stands to her left, and has been 
mobilising the hand and positioning it so that it rests flat on the table.  As the 
H[WUDFWEHJLQVDWUHDWPHQWDFWLYLW\RIDVVLVWHGVOLGLQJRIWKHSDWLHQW¶VKDQG
over the table begins (Framegrab 5j). 
 
1 T                                                     apparently begins to push the 
Framegrab 5j 
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                                                    SDWLHQW¶VKDQGDQGDUPIRUZDUGV 
2 T hhh right >what I wanted to do is just see if  
3 P                                 arm starts to move forward 
4   
5 T we can work on (.) WKDW¶V it 
6  (4.0) 
7 P arm moves back and forwards again 
8    
9 T hh that's lovely >so just watchin that 
10 T arm VR\RX¶UHreachin it for:wards 
 
7KHWKHUDSLVW¶VYHUEDOLQVWUXFWLRQ-3) is incomplete and ambiguous ± she 
does not specify what it is that is to be worked on.  The activity appears to be 
guided and shaped by her physical assistance rather than her words.  In the 
VLOHQFHWKDWIROORZVWKHSDWLHQW¶VDUPPRYHVEDFNWKHQIRUZDUGVDJDLQZLWK
assistance.  The therapist subsequently gives a general positive evaluation, 
and a more specific instruction that now describes the activity: that's lovely 
>so just watchin that arm VR\RX¶UHreachin it for:wards.  By not initially 
describing the aim or endpoint of this exercise, it remains open to the 
therapist to positively HYDOXDWHWKHSDWLHQW¶VSHUIRUPDQFHZKDWHYHUWKHUHVXOW 
 
However, although rather vague or incomplete instructions have the 
DGYDQWDJHRIIDFLOLWDWLQJDWKHUDSLVW¶VSRVLWLYHHYDOXDWLRQQRWJLYLQJH[SOLFLW
LQVWUXFWLRQVPD\KDPSHUDSDWLHQW¶VXQGHUVWDQGLQJ of what is expected of 
them.  In the sequence above, the patient seems able to follow and perform 
the activity to the therapist's satisfaction, probably due to the fact that the 
movement is closely guided by the therapist (Framegrab 5j, above).  
However, we have seen elsewhere (S3Ph4PaMT1/2.09, Chapter 4) that such 
fragmentary or cut-off instructions can result in patient responses that the 
therapist deems incorrect.  That is, incomplete instructions may fail to 
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establish mutual understanding.  Also, in leaving the aim of an exercise 
XQVSHFLILHGDSDWLHQW¶VSDUWLFLSDWLRQLVQHFHVVDULO\OLPLWHGEHFDXVHWKH\PXVW
follow rather than initiate any movement. 
 
Both the instruction forms described - avoiding specifying an endpoint, and 
projecting the forthcoming activity as potentially difficult ± have a similar 
interactional consequence.  This is that whatever the patient does 
subsequently can be treated by the therapist as successful.  Thus, they can 
be a way of dealing with problems delicately and avoiding their exposure. 
 
5.5 'DWDDQDO\VLVSDWLHQWV¶FRQGXFWLQWKHIDFHRIIDLOXUHVRI
performance 
5.5.1 3DWLHQWV¶GLUHFWQHJDWLYHHYDOXDWLRQV 
We now return to analysis of the beanbag and ball extract to examine more 
FORVHO\WKHSDWLHQW¶VFRQGXFW6HYHUDODVSHFWVRI his conduct are typical of 
episodes in the data wherein patients fail in their achievement of instructed 
activities.  These include: production of direct negative evaluations, 
production of apologies, showing recognition of failure, perseverance and 
display of efforts at the activity despite apparent failures, and alignment with 
repairs instigated by the therapist.  
 
The patient produces direct negative evaluations of his performance 
throughout the extract, particularly when the therapist is not directly assisting 
his movements ± such as during his early efforts to roll the beanbag within 
his hand: 
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S2Ph3PaHT3/11.58 
(Volume 2, pages 19-33) 
87-94, simplified 
87 P  
 ah  FDQ¶WGR 
 T FDQ¶WZULJJOHLW 
94 P no no 
 
As we have seen, towards the end of extrDFWDQGDJDLQZKHQWKHWKHUDSLVW¶V
µKDQGVDUHRII¶KHSURGXFHVDQHJDWLYHHYDOXDWLRQRIDPRUHJHQHUDOQDWXUH 
316-320, simplified 
316 P QRWµDYLQDYHU\JRRG time are we 
320 T  QR\RX¶UHGRLQfi:ne K!,ZDQW\RXMXVWWRSUDFWLVH« 
 
In this case, the therapist responds such as to reassure the patient and imply 
a different view to that of the patient.  Therapists regularly disagree or in 
some way modify and account for the negative evaluations patients verbalise 
regarding their own performance, as can be seen in a couple of brief 
examples from other recorded sessions. 
 
S1Ph1PaBT2/11.16 
(Volume 2, pages 55-56) 
The patient has been practising moving between sitting and standing 
positions, using a stool placed in front of her as a target to aim for with her 
clasped hands whilst ascending and descending (See Framegrab 4d in 
Section 4.2.1 of the previous chapter, page 135).  The therapist has now 
removed this guiding stool, though she refers to it in line 21 below. 
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21-45, simplified 
21 T and then <sti:ll imagine where it is there (.) nice n slow 
 P                     starts to descend 
   
  (2.0) 
 P slowly descending 
   
 T bending those knee:s 
 P slowly descending 
   
  (5.0) 
 P descent slightly jerky  
   
34 P ,¶PD bit wobbly 
38 T =no but WKDW¶V fine !,¶PMXVWVRLPSUHVVHGZLWKWKHFRQ tr:ol  
\RX¶YH got 
  (3.0) 
 T ex FHOOHQWZH¶OODYHDbreaWKHU^!Z`H¶UHJRQQDGRtwo more 
45 P                                                     {yes    } 
 
During her ongoing activity, the patient identifies a problem in a personalised 
and direct manner (rather than modulated, minimised etc.): ,¶PD bit 
wobbly (34).  On the video, her tone is audibly apologetic.  First, we notice 
WKDWWKHSDWLHQW¶VHYDOXDWLRQLVSURGXFHGDWDWLPHZKHQWKHWKHUDpist is not 
guiding her movement.  This corresponds with patterns we have described 
HOVHZKHUHWKDWSDWLHQWV¶FRPPHQWVDERXWSHUIRUPDQFHWHQGWREHSURGXFHG
ZKHQWKHWKHUDSLVW¶VµKDQGVDUHRII¶UDWKHUWKDQZKHQWKHWKHUDSLVWLVJXLGLQJ
movement.  The therapist directly and quickly disagrees, expressing an 
alternative view: =no but WKDW¶V fine; and elaborating upon the criteria of 
this positive assessment: ,¶PMXVWVRLPSUHVVHG with the con tr:ol \RX¶YH
got.  That is, she provides reasons for her alternative and inherently 
encouraging view.  The sequence ends with a glossed positive assessment, 
µH[FHOOHQW¶DQGDQDQQRXQFHGSODQIRUWKHQH[WDFWLYLW\ZLWKZKLFKWKHSDWLHQW
expresses agreement. 
 277 
 
In this extract and elsewhere, when patients initiate problem evaluations, the 
trajectory of the sequence that follows differs to that when therapists initiate 
them.  In the latter, patients generally align with the therapist through physical 
actions and sometimes talk and they rarely produce alternative assessments.  
When patients initiate problem evaluations, therapists regularly disagree with 
and reformulate the expressed view, and produce reassuring and 
HQFRXUDJLQJWDONZKLFKFRXQWHUVWKHQHJDWLYHFKDUDFWHURIWKHSDWLHQW¶V
assessment.  Usually, as in this extract, both parties orient to the 
DXWKRULWDWLYHVWDWXVRIWKHWKHUDSLVW¶VYLHZKHUDOWHUQDWLYHDVVHVVPHQWLVQRW
challenged.  Thus, when patients initiate negative evaluations, differences 
EHWZHHQSDWLHQWV¶DQGWKHUDSLVWV¶SHUVSHFWLYHVVXUIDFHLQDZD\WKH\UDrely 
do when problem indications are therapist-initiated.   
 
,QWKHH[WUDFWDERYHWKHSDWLHQW¶VH[SUHVVHGSHUVSHFWLYHUHIHUUHGWRKHU
FXUUHQWSHUIRUPDQFHDVIDLOLQJLQVRPHZD\VKHZDVµZREEO\¶7KH
WKHUDSLVW¶VDVVHVVPHQWFRQFHUQHGWKHVDPHUHIHUHQWWhe patient herself), but 
HPSKDVLVHGDQGFRQFHUQHGVXFFHVVµWKHFRQWURO\RX¶YHJRW¶7KDWLVWKH
SDWLHQWµH[SRVHG¶DIRUPRISK\VLFDOLQFRPSHWHQFHLQKHUSHUIRUPDQFHDQG
WKHWKHUDSLVW¶VDFFRXQWUHIRUPXODWHGWKHSHUIRUPDQFHDVFRPSHWHQW,QWKH
previous chapter (Section 4.4), we discussed the way that exposure and 
reference to physical incompetence is oriented to as delicate and as having 
negative implications that need to be countered.  In that discussion, we 
SDUWLFXODUO\GUHZXSRQ*RIIPDQ¶VZRUNLQGHVFULELQJWKHµSOXFN\¶
FRQGXFWRISDWLHQWVDQGWKHµFRPSHQVDWLQJPRGHV¶RIGHPHDQRXUDQGDFWLRQ
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by which they counter any implications of wilful incompetence and/or more 
general defects in competence.  That is, the emphasis was on SDWLHQWV¶
conduct.  The extracts we are examining here suggest that clinicians likewise 
perform compensating actions to deal with the possible implications of wider 
incompetence that episodes of physical incompetence can carry.  
Sometimes, therapists not only disagree with a SDWLHQW¶VQHJDWLYH
performance-related evaluation, but provide an account for problems in such 
a way as to deal with and dismiss any implication that the patient is to blame 
for the failure because of lack of effort or any other cause.  An example 
follows. 
  
S1Ph1PaBT2/11.15 
(Volume 2, pages 57-60) 
This sequence occurs a minute prior to the previous one, the patient has 
been practising moving from sitting to standing.  After a short rest just 
beforehand the therapist instructs the patient to stand again, and the 
sequence begins as she is rising. 
 
1-66, simplified 
1 T mm >yer go > I think you just gotta keep hh 
 T ex perLHQFLQJLW^KDYH`Q¶W\HU really  fee:OLQJLWZKDGLW¶VOLNH 
 P                            {yeah} 
 T when yer bottom comes off the { bed     } >and you feel like  
 P                                                   {that's it} 
 T !RRKFULNH\^,¶P`RQO\RQP\^WZR` legs you know 
 P                    {yeah}                    {yeah} 
 T hh and then back down a gain 
  (2.0) 
25 P WKH\¶YHDGlong enough UHVWVDYHQ¶W they 
 P is about half-way down at start utterance 
still slowly descending and looking forwards and down 
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28  (1.5) 
31 T WE:LL: I WKLQNWKH\¶YHEHHQZRUNLQJ 
  as (.) h much as they can do 
  (.) 
 T ^VLQFH\RX¶YHKDG`WKHVWURNH^\RX`NQRZ 
 P {(yes they have been)}                 {mm}    
 P nods, bottom is down on bed 
   
42 T ^!,WKLQN`WKXGLW¶VMXVWWKDWWKH\ hh ± the stroke  
 P {mmhmm}  
 T made them well wi {one  } leg 
 P                                {yeah} 
 T anyway wea ker and like you say as yer  
 T having more re{sts y- y- yo}u do yer legs 
 P                         {yeah         } 
 T do sort of urm h lose their VWUHQJWK,¶PVXUH 
  (.) 
 T h b{ut   } yer gettin there now 
 P        {yes} 
 P good 
66 T !\HDK:(¶//'2 AG $,1DQGZH¶UHJRQQDWU\ 
 
7KHSDWLHQW¶VHYDOXDWLRQWKDWKHUOHJVKDYHad long enough UHVWVDYHQ¶W
they LVQRWSHUVRQDOLVHGWRWKHH[WHQWWKDWSDWLHQWV¶QHJDWLYH
evaluations often are, and is somewhat obtuse.  One reading is that the 
patient is implying that her performance with respect to her legs should be, or 
should have been better and more active than it is. This is the reading that 
the therapist orients to: WE:LL: I WKLQNWKH\¶YHEHHQ working as (.) h 
much as they can do.  Thus, after a pause (28), and initial indication that 
DGLIIHUHQWYLHZLVXSFRPLQJµZHOO¶WKHWKHUDSLVWRIIHUVDGLIIHUHQW
assessment.  The disagreement is softened by the prefacing of her 
DVVHVVPHQWZLWKµ,WKLQN¶LWLVPRUHWHQWDWLYHEHFDXVHLWLVIRUPXODWHGDVDQ
opinion rather than stated as a fact (Peräkylä, 1998).  Over the next turns, 
the therapist accounts for the topicalised difficulties as being due to the 
stroke, beginning: the stroke made them well wi one leg anyway 
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wea ker 7KHWKHUDSLVWWKXVUHVSRQGVWRDSDWLHQW¶VQHJDWLYHVHOI-
HYDOXDWLRQE\SURSRVLQJWKDWVKRUWIDOOVDQGGLIILFXOWLHVFDQEHµEODPHG¶RQWKH
VWURNHUDWKHUWKDQIRUH[DPSOHRQWKHSDWLHQW¶VODFNRIHIIRUWV6LPLODUIRUPV
to this account are seen on other occasions in the data, for instance 
WKHUDSLVWVVRPHWLPHVSURSRVHWKDWWKHSDWLHQWKDVµEHHQZRUNLQJYHU\KDUG¶
This implies that the shortfall is understandable in terms of tiredness, 
implying that it is due to too much trying rather than too little.  Sometimes, 
WKHUDSLVWVHYHQUHVSRQGWKDWµ,¶YHEHHQZRUNLQJ\RXYHU\KDUG¶ZKLFK
additionally shifts blame or explanation for the shortcoming onto the 
therapist, and further away from the patient.   
 
As in other similar sequences, after the initial negative evaluation, the patient 
LQWKLVVHTXHQFHGLVSOD\VDOLJQPHQWZLWKWKHWKHUDSLVW¶VDVVHVVPHQWDQG
account.  This is evident in her nods and her talk.  The therapist closes the 
sequence with further positive assessment but yer gettin there now and 
a move to the next activity  
 
In summary, when patients produce negative assessments, therapists 
typically disagree with them, produce more positive evaluations, and 
sometimes, alternative accounts for shortcomings. This pattern reflects the 
general social preference for disagreement with co-SDUWLFLSDQWV¶VHOI-
deprecations, and also a more specific orientation by therapists to 
µFRPSHWHQFHLVVXHV¶7KDWLVWKH\UHVSRQGWRSDWLHQWV¶QHJDWLYH
assessments in ways that offset any implicatLRQVWKDWWKHSDWLHQWV¶IDLOXUHLV
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due to lack of effort and is thus wilful, or is indicative of incompetence at a 
personal level. 
 
5.5.2 3DWLHQWV¶DSRORJLHVDQGSHUVHYHUDQFH 
3DWLHQWV¶GLUHFWQHJDWLYHHYDOXDWLRQVRIWKHLURZQSHUIRUPDQFHRFFXUZLWK
some frequency in the data, but by no means on every occasion of shortfall 
of performance.  On the other hand, when problems arise, patients almost 
always indicate some form of apologetic and/or concerned attitude ± most 
FRPPRQO\VD\LQJµVRUU\¶$OVRWKH\UHFXUrently convey an orientation to 
continuing their efforts at treatment activities in the face of problems.  
Instances of apologies and perseverance are apparent in the beanbag and 
ball extract (S2Ph3PaHT3/11.58) we have been considering.  During the 
patient¶VHYLGHQWGLIILFXOWLHVLQSHUIRUPLQJWKHPDQLSXODWLYHH[HUFLVHVKH
recurrently indicates concern through his body movement, tone, and vocal 
expressions ± VLJKVHJDQGµDDKV¶DQGµXKV¶HJ2Q
two occasions his expressions are more explicit in that he uses the word 
µVRUU\¶7KHILUVWFRPHVDVKHDWWHPSWVWRFRPPHQFHWKHEHDQEDJUROOLQJ
activity: 
 
31-51, simplified 
31 T I want you just to turn it over  
 P =turn it over yes 
 T yeah {OK   } 
 P          {yeah} 
40  (2)  
 P like that 
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 T well (.) {yeah} - 
 P             {or  li}ke that {sorry}  
 T                                  {sidew} 
49 P still holding beanbag with both hands 
                                 lets go with right hand altogether, then  
                                 holds it out in front of him in his left fist  
   
51 T yeah sideways that's it  
 
Then when the ball is accidentally dropped to the ground: 
276-298, simplified 
276 T turns ball with patient also holding it,  
as she does so, the ball drops to the floor 
  (1) 
 T ooh 
281 P still holds his hands in the position they were  
when manipulating the ball 
 P aah ooh dear 
 T huh h 
  (1.5)  
 P sorry 
298 T  V¶DOULJKWOHWPHVHHLI,FDQILQGP\P\SHQ 
 
In both these extracts, the patient apologises when some problem arises 
ZLWKLQWKHWUHDWPHQWDFWLYLW\UHJDUGOHVVRIZKHWKHULWVHHPVWREHKLVµIDXOW¶RU
WKHWKHUDSLVW¶V,QERWKWKHWKHUDSLVWSURYLGHVDEULHIUHDVVXUDQFHyeah 
sideways that's it in the first, and:  V¶DOULJKW in the second.  In the first 
extract, the patient continues to try to perform the exercise (49).  In the 
second, he maintains a position of readiness to continue the exercise (281).  
That is, in both, the patient shows perseverance and co-operative alignment 
with the therapist. 
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5.6 6XPPDU\WKHUDSLVWV¶VWUDWHJLHVLQPDQDJLQJSDWLHQWV¶SUREOHPV
RISHUIRUPDQFHLQWUHDWPHQWDFWLYLWLHVDQGSDWLHQWV¶UHVSRQVHVWR
problems  
The foregoing extracts have illustrated that therapists only rarely indicate and 
repair shortcomings in paWLHQWV¶SHUIRUPDQFHVLQDGLUHFWPDQQHU,QWKHVH
data, this direct and blunt form is confined to circumstances where the patient 
has failed to understand, or where performance is interrupted due to pain or 
other obstacles.  It is not used where patients attempt but fail in treatment 
activities as a consequence of evident physical incompetence.  In these 
circumstances, which arise frequently in the data, therapists manage 
problems delicately, in mitigated or indirect ways.  One of these entails 
therapists instituting reparative actions without actually bringing the problem 
to the verbal surface.  This can be done through providing re-specified 
instructions and prompts to the patient, or, more subtly still, simply 
withholding instructions or positive evaluations.  These repair strategies are 
µHPEHGGHG¶LQWKDWWKHSUREOHPGRHVQRWLWVHOIEHFRPHWKHLQWHUDFWLRQDOWRSLF
and repair is subsumed within the instruction-response sequence pattern that 
pervades all treatment activities whether problematic or not.  They entail talk 
that is inexplicit so far as the nature of the problem itself is concerned, and 
body movement is a key resource in clarifying and accomplishing repair.   
 
On other occasions, the problem and its correction are exposed: brought to 
the verbal surface of the interaction.  The sequences within which this 
happens allow for talk about the problem and its causes, and for explicit 
corrections.  We explored two broad forms of these sequences.  In one, the 
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therapist produces a negative assessment which is in various ways mitigated 
and minimised, so that the seriousness of the problem is offset.  In the other, 
the therapist solicits an assessment of performance from the patient prior to 
providing her own assessment and proposals for remedy.  Across these 
IRUPVRIPDQDJHPHQWRISUREOHPVRISDWLHQWV¶SHUIRUPDQFHWKHUDSLVWV
consistently orient to a need to encourage the patient to participate and 
remain motivated despite problems. 
 
Another form of problem management is pre-emptive, it involves the 
formulation of instructions.  Therapists may indicate within instructions that 
forthcoming problems are likely, because the activity that is being requested 
is difficult.  In another form, instructions are incomplete, in that no aim or 
endpoint is specified.  The sequential consequence of both these forms is 
WKDWZKDWHYHUWKHSDWLHQW¶VVXEVHTXHQWSHUIRUPDQFHDSRVLWLYHHYDOXDWLRQ
can be provided.  When no endpoint is specified, any shortcomings of 
performance will be less apparent than they would if these were measurable 
against an explicit aim.   
 
3DWLHQWV¶UHVSRQVHVWRSUREOHPVRISHUIRUPDQFHDQGWRWKHUDSLVWV¶
evaluations of these were also examined.  On occasion, patients produce 
direct negative evaluations.  These self-critical assessments generally take a 
direct form, in contrast to the indirect turn shapes by which the therapist deal 
with problems.  These direct negative evaluations were seen only to arise 
ZKHQWKHUDSLVWV¶SK\VLFDOJXLGDQFHRISDWLHQWV¶PRYHPHQWDFWLYLWLHVZDV
minimal or absent.  One particulaUORFXVIRUSDWLHQWV¶QHJDWLYHHYDOXDWLRQV
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was when problems were very evident because of other contextual factors, 
but where the therapist failed to produce any evaluation herself.  In these 
circumstances, besides producing their own evaluations, patients may also 
seek evaluation from the therapist, obliging them to do so with varying 
GHJUHHVRILQWHUDFWLRQDOµIRUFH¶:KHWKHULWLVWKHSDWLHQWRUWKHWKHUDSLVWZKR
initially indicates the problem, patients consistently display an apologetic, 
distressed or even ashamed demeanour when problems are apparent.  Also, 
they usually show through their talk and actions that they are consistently 
keen to persevere with therapeutic activity, and that they are aligning with the 
WKHUDSLVW¶VHYDOXDWLRQDQGFR-operating with both immediate repairs and 
SURSRVDOVIRUIXWXUHUHPHGLHV2QHHOHPHQWRISDWLHQWV¶FRQGXFWVHHQRQ
several occasions in the data, but not yet explored, is their reluctance to 
participate in evaluations of performance.  This is one of several issues 
explored through the final extracts of this chapter. 
 
5.7 Data analysis: troubles associated with soliciting assessments of 
performance 
'XULQJWUHDWPHQWDFWLYLWLHVWKHUDSLVWVUHJXODUO\VROLFLWSDWLHQWV¶DVVHVVPHQWV
Usually these concern subjective aspects ± how the patient or the movement 
IHHOV,WLVUDUHIRUSDWLHQWVWRSURYLGHDVVHVVPHQWVWKDWUHIHUWRµREMHFWLYH¶
and technical elements of their performance.  We will now examine several 
extracts in order to explore this area.   
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S3Ph4PaMT1/1.41 
(Volume 2, pages 1-10) 
This extract was examined in the previous chapter (Section 4.2.1).  After a 
VHTXHQFHRIDFWLYLWLHVLQZKLFKWKHWKHUDSLVWSK\VLFDOO\DVVLVWVWKHSDWLHQW¶V
arm movement, she solicits an assessment from him: 
198-211, simplified 
198 T KRZ¶VWhat IHHO!G¶\RXfeel WKDWLW¶V\RXWKDW¶VGRLQJLW 
 T RUG¶\RX^IHHOLW¶V`me 
 P               {well I  } 
 P I felt as though was doin a bit towards it 
 P any{way} 
211 T       {yeah} 
 
The assessment she solicits concerns his subjective experience ± his 
feelings about the performance. 
 
In the next sequence, a patient has just attempted to stand up unaided, but 
was unsuccessful, and appeared to lose control of her affected arm as she 
did so.  It is to this arm that the patient refers in her problem assessment (7).  
The therapist attempts to solicit a subjective assessment from the patient in 
the face of problems of performance.  
 
S1Ph1PaBT2/11.10 
1 T \¶DOULJKW there 
2 P ye{ah           } uh 
3 T     {you think-} 
4  (1.5) 
5 T ow d you feel 
6  (.) 
7 P that that just sh:o t back 
8 P =do I  {still HOLD IT  (when I)} get up  
9 T           {OK I WOULD      DO   } 
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The orientation to subjective assessment is all the more visible here because 
therapist appears to change mid-utterance from a solicit concerning the 
SDWLHQW¶Vthinking to one concerning how she feels (lines 3 and 5 above). 
 
The beanbag and ball extract (S2Ph3PaHT3/11.58) we have been examining 
also includes at its start a brief subjective assessment by the patient solicited 
by the therapist: 
2 T RZ¶Vthat feel   
3 P that felt bit better (.) h 
 
,QHDFKRIWKHVHH[DPSOHVWKHWKHUDSLVW¶VVROLFLWSURMHFWHGDVXEMHFWLYH
DVVHVVPHQW,QWKHQH[WH[DPSOHWKHWKHUDSLVW¶VLQLWLDOTXHVWLRQSURMHFWVD
PRUHµREMHFWLYH¶HYDOXDWLRQRISHUIRUPDQFHIURPWhe patient ± what he thinks 
of it (5).  
 
S4Ph8PatQT2/10.50 
1 P  >was that O K then 
2  (0.2) 
3 T t 
4  (0.2) 
5 T what do you think 
6 P well no ,¶PDVNLQJ\RXUopinion 
7  (0.3) 
8 P ,PHDQ,GRQ¶WNQRZGR, really 
9 T >how did you find it 
10 P ahem I found it hard 
11 T you found it hard 
12 P mm 
 
The patient resists producing an evaluation (6-8), and only produces an 
assessment after the therapist has revised her solicit (9) so as to seek a 
subjective one ± KRZKHµIRXQG¶LWUDWKHUWKDQZKDWKHµWKRXJKW¶RILW.  
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Additionally, resistance by both therapist and patient to producing 
assessments is noticeable here.  A similar pattern in another extract will be 
examined shortly. 
 
7KHVHTXHQFHVDERYHLOOXVWUDWHWKDWZKHQSDWLHQWV¶DVVHVVPHQWVDUH
solicited, and when they produce assessments in these circumstances, these 
generally concern their feelings and experience.  Following on from the last 
of the extracts above, we now examine two further examples that include 
SDWLHQW¶VH[SUHVVLRQVRIGLVLQFOLQDWLRQHLWKHUWRXSKold or produce their own 
evaluation.  In the first extract, the patient produces a self-evaluation in 
response to a solicit by the therapist, but then attempts to retract it.   
 
S3Ph4PaMT1/1.50 
As this extract begins, the patient has moved from a lying position to sitting, 
and has been instructed and assisted into a position close to the edge of the 
treatment bed, apparently in preparation for ascending to standing from it.  
1 T so you think standing XS\HUEHWWHUQRZDUHQ¶W\RX 
2 P ,¶PVXUH RIL-) a- hh su- hh ((starts smiling)) 
3 P DIWHUVD\LQWKDW,¶VDPR-) heh heh heh  ((doubtful tone)) 
4 T heh 
5 P hh 
6  (0.5)  
7 T RK\HHRIOLWWOHIDLWK!µFDXVH\RX 
8 T WKLQN\RX¶UHJRLQJWR fall on the floor 
 
9 T WKHUDSLVWPRYHVGRZQWRZDUGVSDWLHQW¶VIRRW 
10  (5) 
11 T OHW¶VKDYHDORRNDWWKLV foot: hh 
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7KHWKHUDSLVWVROLFLWVWKHSDWLHQW¶VHYDOXDWLRQRIKLVDELOLW\WRVWDQGXSZLWKD
question that projects a positive response by him.  The patient starts to 
supply this: ,¶PVXUH RIL-), but very soon stumbles, becomes hesitant and 
appears to try to retract his assertion: DIWHUVD\LQWKDW«(3).  The therapist 
certainly orients to him as making a retraction, and in her talk suggests that 
this is inappropriate ± that he lacks faith, and she uses an extreme case 
formulation (Pomerantz, 1986) ± falling on the floor ± perhaps to suggest this 
is ridiculous.  She then changes topic to a next treatment activity. 
 
7KLVSDWLHQW¶VUHWUDFWLRQFDQEHXQGHUVWRRGE\UHIHUHQFHWRWKHUHFXUUHQW
orientation to avoiding exposing incompetence which has been considered 
several times throughout this chapter and Chapter 4.  At the start of the 
sequence, the patient implies a self-evaluation that his standing up ability is 
better, indeed that he is sure of this.  This puts him in a position wherein if he 
subsequently fails to achieve the movement, this will imply that his cognitive 
judgements as well as his physical response are incompetent.  Our argument 
KHUHLVWKDWDVNLQJIRUDSDWLHQWV¶HYDOXDWLRQFDQEHVHHQWRFDOOXSRQDQG
eYHQµWHVW¶WKHLUFRJQLWLYHFRPSHWHQFHMXVWDVUHTXHVWVWRSHUIRUP
movements call upon and test physical competence.  Just as physical 
IDLOXUHVFDQLPSO\LQFRPSHWHQFHVRFDQDQVZHUVWKDWSURYHµZURQJ¶7KLV
PD\FRQWULEXWHWRSDWLHQWV¶UHOXFWDQFHWRVHOI-evaluate.   
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,QRWKHUVHTXHQFHVDQRWKHUIDFWRUWKDWFDQEHVHHQWRFRQWULEXWHWRSDWLHQWV¶
reluctance to participate in evaluations of performance is their orientation to 
WKHWKHUDSLVW¶VDXWKRULW\DQGWRWKHGLIIHUHQWLDOVWDWXVRIWKHLUMXGJHPHQWVDQG
knowledge.  This can be seen in the following extract, which includes an 
DWWHPSWE\DWKHUDSLVWWRVROLFLWDSDWLHQW¶VVHOI-evaluation.  The patient resists 
doing so, and accounts for this.  This accounting makes aspects of his 
orientations to the therapist¶VDXWKRULW\DQGWRKLVRZQFDSDFLWLHVDQGUROH
unusually explicit.  As with most extracts examined in this chapter, this one 
involves a form of problem evaluation and repair.  Unusually, (though see 
S4Ph8PatQT2/10.50 above), it involves resistance by both therapist and 
SDWLHQWWRSURGXFWLRQRIHYDOXDWLRQV7KHUDSLVWUHVLVWDQFHWRDSDWLHQW¶VVROLFLW
of their evaluation is unusual, occurring on only three or four other occasions 
in these data.  The sequence also provides further illustration of an 
(attemptHGSHUVSHFWLYHGLVSOD\VHTXHQFHDQGRIWKHUDSLVWV¶
mitigated/minimised problem indications.  
 
S4Ph9PaUT1/2.55 
(Volume 2, pages 61-64) 
This sequence comes towards the end of a treatment session.  The patient 
had his stroke three weeks before, but has had little treatment because of a 
chest infection.  During the previous session, three therapists had been 
required to support and move the patient.  In this session he has needed less 
assistance.  Nevertheless, besides the senior therapist and the patient, a  
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junior and an assistant are present35.  The sequence begins after a treatment 
activity involving sitting balance has ended.  The patient has had a fit of 
coughing and his breathing has just settled again as we enter the extract:  
 
13-92 
13 T >ave you ad en ough 
14  (0.3) 
15 P QR!,¶PQRWERWKHUHG((flat tone)) µVXSWR\RXHQtire ly 
16  (0.3) 
17 T QRLW¶V no:t (0.2) doesn matter to u:s (up to) you 
18 P m m 
19  (1.0) 
20 P ohw 
21 P (think you) 
22  (.) 
23 P (think) you achieved some thing 
24 T 
 G¶\RXWKLQN\RXDFKLHYHG^VRPH thing} 
25 A 
                                            { yeah        } 
26  (1.0) 
27 P KQRWXSWRPHLW¶VXSWR\RX 
28  (.) 
29 T  {hhhhh  } 
30 P {teacher} 
31 T hh uh huh $the tea: cher$ 
32 T hh n:o: 
33  (0.3) 
34 T KV¶ZKDW \RXZDQW\RXJRWWDJHWEHWWHU^DYHQ¶W`\RX 
35 P 
                                                                   { ahh } 
36 T { yeah} 
                                            
35. In contrast to most of the data analysed here, this is a multiparty interaction.  These have 
been avoided on the whole, as they are very complex and their analysis raises different 
issues.  However, this extract has been included because it is a rare instance of a particular 
occurrence, also although a couple of similar instances occurred during two-party 
interactions, these were less rich or clear examples.  The analysis discussed here will focus 
on the primary treating therapist and the patient.  However, the interactional conduct of the 
junior therapist and assistant was closely inspected to ensure that any conduct relevant to 
this analysis was not missed. 
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37 P {(no)   } but I can- ,GRQ¶WNQRZ ZKDW¶V be tter 
38 T > alright (.) well to be able to sit was your fi:rst goal 
39 P ye{:s   } 
40 T 
    {and} you ach ieved it  
41 P yes 
42 T VR\RXµDYH  achieved something 
43 P ,¶YHDFKLHYHGVRPHWKLQJ y {es   } 
44 T 
                                               { ye:}ah: 
45  (0.5) 
46 P mm 
47 T very good 
48  (0.2) 
49 T <uh: m still sometimes (0.2) (patient name\RX¶UH\RX 
are falling this way 
50 P =yes I know 
51 T so we just need to perfect it a little bit more VRWKDW\RXGRQ¶W 
fall >you can sit all con- con sistently right 
52 P mm 
53 T ye:ah 
54  (0.2) 
55 T in a session 
56 P yeahp 
57 T without falling say > I mean we should (a) count µRZPDQ\ 
times you lost yer balance say 
58 P yeah 
59 T probably been about five (.) and you aim for n- no times  
ORVLQ¶\HUEDODQFe 
60 P mm 
61 T µDYH\RXDGHQRXJKLQµHUHWRGD\ 
62 P yes thank you  
 
22 lines omitted in which the therapist, junior and to a degree the 
patient, talk about the higher level of assistance he needed during the 
previous treatment  
 
84 T =but {we  } dRQ¶WQHHG three 
85 P         {mm}  
86 J {ho no not at all} 
87 T {$he he hmm $} 
88 P ah hm  
89 T so you must be better 
90 P must be better hh hu hum 
91 J yeah 
92 T WU\DQGNHHS\HU« 
((instructions follow as the patient is assisted to get dressed)) 
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At the start of this sequence (13), the therapist asks a question of the patient 
that suggests and proposes ending the session.  The patient responds in 
such a way as to place the choice of ending the session on the therapist 
rather than himself.  At line 17 the therapist counters this.  In the context of 
this proposed ending, the patient then asks the therapist for an evaluation of 
the session in terms of what she (or possibly she and the other therapists) 
have achieved: (think) you achieved some thing (23).  In this he implies a 
view of the session as something in which the achievements are those of the 
therapist(s) rather than himself.  The therapist resists responding, 
immediately turning back the question, but reformulating it so as to seek a 
self-evaluation by the patient: G¶\RXWKLQN\RXDFKLHYHGVRPH thing (24).  
This is in turn resisted by the patient in a way that also offers an account for 
his reluctance to evaluate: QRWXSWRPHLW¶VXSWR\RXWHDFKHU(27-30).  
He implies that the therapist is the teacher and thus that it is her role to 
evaluate his performance, not his. This account indicates a view of the 
therapist as having authority to evaluate, and himself as lacking ability to do 
so.  The therapist disagrees, and accounts for this by emphasising the 
LPSRUWDQFHRIWKHSDWLHQW¶VUROHLQWKHSURFHVV no (0.3) KV¶ZKDW you 
ZDQW\RXJRWWDJHWEHWWHUDYHQ¶W\RX(32-34).  This provides an opportunity 
for the patient to elaborate on his account, and formulate a specific reason 
why he cannot evaluate: (no) but I can- ,GRQ¶WNQRZ ZKDW¶V be tter 
(37).  The therapist accepts this account, that is, she attends to and responds 
to it, rather than continuing to pursue an answer to her original question.   
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Over the sub-sequence that follows (38-44) the therapist builds agreement 
LQFUHPHQWDOO\WKURXJKDGHYLFHRIµFKHFNLQJRXW¶DQGJDLQLQJDJUHHPHQWZLWK
the facts one by one.  This has been found in previous CA research to occur 
in circumstances where participants have different versions of events: the 
stepwise pattern of gaining agreement can function to place the recipient in a 
SRVLWLRQRIEHLQJ³XQDEOHWRGHQ\FRQYLQFLQJO\RUGLVFODLPNQRZOHGJHRIWKH
IDFWVDVSUHVHQWHG´3RPHUDQW]ES7KXVWKHWKHUDSLVWKHUH
µIRUFHV¶DJUHHPHQW36.  Additionally, as in other instances of actual or potential 
disagreement about a clinical assessment, the therapist provides information 
DERXWWKHFULWHULDE\ZKLFKVKHHYDOXDWHVWKHSDWLHQW¶VDFKLHYHPHQWV 
 
At this point, i.e. some way into the sequence and in an environment of 
DOLJQPHQWWKHWKHUDSLVWSURGXFHVDFULWLFLVPRIWKHSDWLHQW¶VSHUIRUPDQFH
(49).  In several respects this negative evaluation is typical: it is in mitigated 
form: sometimes, a bit; and is sequentially tied to a treatment plan or 
remedy.  The patient aligns with both the problem statements and the plan 
relatively strongly (50), and shows attention and agreement through his gaze, 
nods, and vocalisations.  
 
In this extract then, we see elements of two previously described forms of 
praFWLFHVE\ZKLFKWKHUDSLVWVPDQDJHSDWLHQWV¶IDLOXUHV6KHEHJLQVD
perspective display sequence (24) in a context wherein she will later produce 
                                            
36. This data extract is the one referred to in Chapter 3 (Section 3.8) with regard to a therapist 
observer regarding what he saw in LWDVµEXOO\LQJ¶RIWKHSDWLHQWE\WKHWKHUDSLVW:HUHIHUWR
it again in Chapter 7 (Section 7.3.2). 
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a problem indication.  However, the sequence is not completed because the 
patient resists producing his perspective, and subsequently a different 
strategy is evident: the therapist produces a problem indication in a mitigated, 
good news / bad news format. 
 
7KLVH[WUDFWSURYLGHVPRUHH[SOLFLWHYLGHQFHWKDQPRVWDERXWWKHSDWLHQW¶V
guiding orientations.  He directly accounts for his resistance to evaluating in 
WHUPVRIDQRULHQWDWLRQERWKWRWKHWKHUDSLVW¶VGLIIHUHQWLDOUROHDQGDXWKRULW\
QRWXSWRPHLW¶VXSWR\RXWHDFKHU, and to his insufficient knowledge: I 
GRQ¶WNQRZZKDW¶VEHWWHU.  This provides clear evidHQFHRISDWLHQWV¶
orientation to their lack of authority to evaluate, and to the role of the 
WKHUDSLVWLQGRLQJVR7KHH[WUDFWDOVRLOOXVWUDWHVWKDWSDWLHQWV¶UHOXFWDQFHWR
produce self-evaluations can disrupt perspective display sequences37.   
 
In the two extracts above, patients showed some form of hesitation or 
resistance to providing evaluations of their own performance.  The patient in 
the first extract seemed thereby to orient to the way that producing a verbal 
                                            
37. In his substantial research on perspective display sequences in medical interactions, 
Maynard (1991a, 1992, and Personal communication) did not find instances where recipients 
resisted production of their own evaluation.  This may be explainable in terms of the setting 
he studied, where the lay participants were parents of disabled children.  For parents, failing 
to display a perspective on their child would reflect badly upon their parenthood.  Their 
consistent willingness to produce some view, even if disagreeing, is therefore unsurprising.  
7KHGLIIHUHQWFLUFXPVWDQFHVRISK\VLRWKHUDS\VSHFLILFDOO\SDWLHQWV¶UHOXFWDQFHWRSURYLGH
assessment, create different contingencies and problems for perspective display sequence 
use. 
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self-evaluation risked exposing incompetence.  In the second, the patient 
PDNHVKLVUHDVRQVPRUHH[SOLFLWUHIHUULQJWRWKHµWHDFKHU¶UROHRIWKH
therapist, and to his own lack of knowledge of the criteria for judging 
performance. 
 
5.8 Comparison between observed orientations and practices and 
published recommendations for good communication practice, and 
explanatory analysis of observed practices 
We will now examine the relationship between the patterns of conduct 
described in this chapter and various elements of the published 
recommendations for good practice.  We will then develop analysis so as to 
seek to explain why therapists and patients act as they do, shedding light 
upon why actual practice conduct may conflict with recommendations by 
reflecting upon previous sociological analyses of the organisation of conduct.  
Finally within this section, we will re-examine certain strategies that seem to 
function in ways that meet at least some of the recommendations for good 
practice and are also compatible to recurrent social orientations  
 
First, we will briefly summarise our findings of conduct and practices in 
interactions about success and failure of performance, therapists produce 
more evaluations than do patients.  They produce direct, positive evaluations 
during and following the majority of treatment activities.  Often these 
HYDOXDWLRQVDUHJORVVHGHJµJRRG¶µEULOOLDQW¶7KH\DUHXVXDOO\IROORZHGE\
repetition of the prior activity or progression to a next one.  Therapists also 
produce negative evaluations.  These tend to be very differentl\µVKDSHG¶LQ
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comparison to positive ones.  They are produced or implied through indirect 
and mitigated means.  Nearly always, an evaluation that makes an error of 
movement apparent is followed by performance or proposal of reparative 
treatment actions.  Negative evaluations are often closely linked to various 
forms of encouragement of patients by therapists. 
 
Patients generally respond to rather than initiate positive evaluations.  Their 
responses are usually brief acknowledgements and/or agreements.  They 
JHQHUDOO\DOLJQZLWKWKHUDSLVWV¶DVVHVVPHQWVDQGUDUHO\FKDOOHQJHWKHP
Sometimes, patients produce negative evaluations.  When they do so, these 
are usually more direct than those made by therapists.  Once a problem has 
been made apparent, whether by patient or therapist, patients typically 
produce some sort of apology.  Alongside apologies, they usually show co-
operative participation with immediate reparative actions and display 
acceptance of proposed remedies.  Quite often, assessments are solicited 
from patients by therapists.  Patients often show reluctance to provide direct 
evaluations of their performance.  Instead, their responses tend to be 
restricted to reports about the experience of the activity rather than their 
judgement of its success or failure.  
 
The ways patients and therapists communicate about success and failure of 
performance are relevant to several elements of the recommendations.  
These include: 
 (QFRXUDJHPHQWRISDWLHQWV¶µIXOO¶LQYROYHPHQWDQGµPXWXDOSDUWLFLSDWLRQ¶LQ
therapy and in therapeutic decisions  
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 0LQLPLVLQJSDWLHQWV¶GHSHQGHQFHRQWKHWKHUDSLVW 
 Providing them with relevant information in forms that are honest and 
unambiguous 
 &KHFNLQJSDWLHQWV¶XQGHUVWDQGLQJ 
 $YRLGLQJWUHDWLQJSDWLHQWVDVµLGLRWVRUFKLOGUHQ¶ 
 Promoting patiHQWV¶PRWLYDWLRQ 
(See Chapter 2, Section 2.1.2) 
 
:KHQSDWLHQWV¶UHVSRQVHVWRWKHUDSLVWV¶LQVWUXFWLRQVZHUHH[DPLQHGLQWKH
SUHYLRXVFKDSWHULWZDVVKRZQWKDWSDWLHQWV¶LQYROYHPHQWWHQGHGWREH
restricted to following rather than instigating activities.  In this chapter, 
analysis has shown that patients more often respond to than initiate 
evaluations and repairs, and often (though not always) show reluctance to 
produce evaluations of their own performance.  They seem dependent on 
WKHUDSLVWV¶MXGJHPHQWVRIWheir performance, and show considerable 
UHOXFWDQFHWRSURGXFLQJLQGHSHQGHQWDVVHVVPHQWV7KDWLVSDWLHQWV¶
participation in evaluating success and failure of performance and also in 
repairing failures is relatively limited. This represents a constraint upon the 
UHFRPPHQGHGPXWXDOSDUWLFLSDWLRQDQGµIXOO¶SDWLHQWLQYROYHPHQW 
 
The recommendations that therapists should communicate clearly, honestly 
and unambiguously contrast with the conduct we have observed where 
therapists recurrently use indirect and often ambiguous means to pre-empt, 
LQGLFDWHDQGUHSDLUVKRUWFRPLQJVRISDWLHQWV¶SHUIRUPDQFH2QWKHRWKHU
hand, their delicate management of negative evaluations, problem indications 
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and repairs are in keeping with the recommendations that patients are 
treated with respect and not as incompetent or incapable.  Nevertheless, the 
indirect way in which therapists deal with problems has the potential to lead 
to ambiguity which is discrepant with recommendations for clarity and 
honesty in communication.  Also, WKHµHPEHGGHG¶IRUPRISUREOHP
management, where therapists institute repairs without directly bringing 
problems of performance to the interactional surface, is associated with a 
lack of direct talk about the problem, and this precludes actions by therapists 
WRFKHFNSDWLHQWV¶XQGHUVWDQGLQJV 
 
Thus there are discrepancies between actual conduct and that suggested by 
the recommendations.  While this raises questions about the practical 
feasibility of implementing the recommendations, and about the compatibility 
of recommendations with each other, we leave discussion of these issues to 
our final chapter.  For now, we turn to explanations for why patients and 
therapists behave as they do. 
 
 
:HZLOOQRZGHYHORSWKHDUJXPHQWWKDWWKHUHDUHµJRRGLQWHUDFWLRQDOUHDVRQV¶
for the patterns of conduct observed, even where these are inconsistent with 
the recommendations, or are for other reasons puzzling. 
 
First, a reminder of the orientations shown in the previous chapter to underlie 
SDWLHQWV¶DQGWKHUDSLVWV¶EHKDYLRXU.  We noted the mutual orientation to 
WKHUDSLVWV¶DXWKRULW\WRLQLWLDWHDQGGLUHFWWKHWUHDWPHQWDFWLYLWLHV$QDO\VLVLQ
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that chapter also began to shed light on an orientation to dealing with 
SDWLHQWV¶SK\VLFDOLQFRPSHWHQFHLQFHUWDLQUHFXUUHQWZD\V7Kese involved 
actions by patients and therapists that serve to counter possible 
interpretations that physical incompetence indicates wider defects in 
competence, or wilful lack of effort.  Through various actions, patients convey 
that they recognise that thHLUFRQGXFWGHYLDWHVIURPµQRUPDOLW\¶$OVRWKDW
they desire and are motivated to regain normality through keen, effortful co-
operation.  These orientations to authority and management of incompetence 
DQGµJRRGSDWLHQWKRRG¶XQGHUOLHWKHZD\SDWLHQWVFR-operate with rather than 
TXHVWLRQWKHUDSLVWV¶LQVWUXFWLRQV 
 
At the start of this chapter, practices and orientations found by previous 
research to shape production and response to evaluations and repairs of co-
SDUWLFLSDQWV¶FRQGXFWZHUHGHVFULEHG(YDOXations that disagree with or 
FULWLFLVHRQH¶VFR-participant are generally performed through dispreferred 
turn shapes or are avoided altogether.  This serves to minimise occurrence of 
disagreement or criticisms, and to mitigate them if they occur.  We noted that 
one form of disagreement with a co-participant that is generally performed 
directly is disagreement with a co-SDUWLFLSDQW¶VVHOI-deprecations.  Also that in 
ordinary conversations, when some form of performance error occurs there is 
a preference for self-UHSDLUZLWKGLUHFWFRUUHFWLRQRIRQH¶VFR-participant 
being dispreferred.  The elements of patient and therapist conduct described 
in this chapter will now be examined so as to consider their underlying 
reasons and functions in the light of the points above. 
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5.8.1 (OHPHQWVRISDWLHQWV¶FRQGXFW 
Patients show recognition of shortcomings of performance in various ways.  
These include their facial expression and gaze e.g. raised eyebrows and 
JODQFLQJWRWKHWKHUDSLVWYRFDOLVHGFULHVHJµRRK¶YHUEDODcknowledgement 
DQGDJUHHPHQWZLWKWKHUDSLVWV¶SUREOHPLQGLFDWLRQVHJµ\HV,NQRZ¶RUPRUH
GLUHFWO\WKURXJKVWDWLQJWKHSUREOHPWKHPVHOYHVHJµ,¶PDELWZREEO\¶
Generally WKH\GRQRWFKDOOHQJHWKHUDSLVWV¶DVVHVVPHQWV.  Also, across these 
various actions, they tend to show an apologetic, sometimes ashamed or 
concerned demeanourRIWHQXVLQJWKHZRUGµVRUU\¶%\VKRZLQJNQRZOHGJH
of their bodily actions, and recognition that in some way these were incorrect, 
patients show they know what is normal, correct conduct, and what is not.  
Doing so helps counter possible implications of wider incompetence because 
patients show they are sufficiently competent to recognise their problem.  
Also, they often draw attention to the problem in such a way as to project, or 
at least make relevant some response by the therapist.  In this, and in not 
FKDOOHQJLQJWKHUDSLVWV¶HYDOXDWLRQVWKH\GLVSOD\DQRULHQWDWLRQWRWKH
WKHUDSLVW¶VDXWKRULW\WRPDNHMXGJHPHQWVDERXWWKHSUREOHPDQGWRLQVWLJDWH
repair.  Their apologetic demeanour attends to showing that the problem was 
QRWLQWHQWLRQDOLWZDVDµJHQXLQH¶IDLOXUH$SRORJLHVDOVRDWWHQGWRWKHVRFLDO
SUHIHUHQFHIRUJUDQWLQJRWKHU¶VUHTXHVWVDQGWRWKHDFFRXQWDELOLW\RIQRWGRLQJ
so.    
 
At the same time as showing recognition that a problem has occurred, 
patients usually display perseverance: that they are continuing their efforts.  
Furthermore, they generally do not display resignation or imply that they are 
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giving up or desire to do so (although see extracts involving Patient C for 
FRQWUDVWLQJEHKDYLRXUV7KH\WKHUHE\VKRZDOOHJLDQFHWRLGHDVRIµQRUPDO¶
competence, and a desire and commitment to remedy incompetence and 
abnormality through effortful participation.  Again, this is associated with an 
orientation to the theraSLVW¶VDXWKRULW\WRGLUHFWWKHVHSURFHVVHVLQFOXGLQJKHU
role as adjudicator of incompetence and competence. 
 
Patients generally FRPSO\ZLWKDOLJQZLWKDQGDJUHHZLWKWKHUDSLVWV¶
evaluations and repair actions and proposals.  Indeed, where a repair is 
instigated, patients show keen and prompt responses, reminiscent of those 
described in the previous chapter.  They thereby show their commitment to 
making efforts to remedy incompetence, and this goes hand in hand with 
RULHQWDWLRQWRWKHWKHUDSLVW¶VH[SHUWLse in determining how this should be 
attained.  If a patient challenged the therapist, providing their own 
assessment and remedy, this would suggest they had sufficient knowledge 
and ability to have avoided failure in the first place.  It would also suggest that 
the failure was a matter of personal choice and lack of effort, rather than 
being beyond their control.  In contrast to practices usually seen in ordinary 
conversation (Pomerantz, 1984a), patients do not produce second 
assessments in response to theUDSLVWV¶DVVHVVPHQWV7KLVLQGLFDWHV
RULHQWDWLRQWRWKHUDSLVWV¶DXWKRULW\DQGNQRZOHGJHDQGSDWLHQWVWKHUHE\DYRLG
making claims to their own independent knowledge or authority to judge and 
evaluate performance. 
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Patients sometimes produce direct negative evaluations of their own 
performance.  These tend to occur during activities where the therapist is 
providing little if any physical guidance, also where therapist evaluation might 
EHH[SHFWHG7KH\DUHRIWHQSHUVRQDOLVHGHJµ,¶PDELWZREEO\¶DQG
explicitly self-FULWLFDO7KHVHVHUYHWRGUDZWKHUDSLVWV¶DWWHQWLRQWRSUREOHPV
and can oblige them to produce an evaluation.  This activity is another 
practice by which patients show recognition of occurrence of a problem and 
thereby offset implications of wider incompetence.  Since co-participants tend 
to disagree with self-GHSUHFDWLRQVSDWLHQWV¶QHJDWLYHHYDOXDWLRQVRIWHQVHUYH
to elicit reassurance from the therapist.  Patients may produce negative 
HYDOXDWLRQVµNQRZLQJ¶WKDWWKLVLVOLNHO\WRUHVXOWLQ reassurance and/or work by 
the therapist to offset implications that the patient is to blame for the problem.   
 
The fact that evaluations are not generally produced during activities 
physically guided or performed by the therapist seems similar to the pattern 
RIFRQVWUDLQWXSRQSDWLHQWV¶LQWHUDFWLRQDOFRQWULEXWLRQVGXULQJWKHJXLGHGDQG
physiotherapist-performed treatment activities considered in the previous 
FKDSWHU,WZDVDUJXHGWKDWWKLVFRQVWUDLQWRSHUDWHVEHFDXVHSDWLHQWV¶
comments or evaluations could be construed as undermining and 
TXHVWLRQLQJWKHUDSLVWV¶H[SHUWLVHDQGNQRZOHGJH:HUHDSDWLHQWWRSURGXFH
a negative evaluation during a guided movement, this would in a sense 
HYDOXDWHWKHWKHUDSLVW¶VSHUIRUPDQFHDVZHOODVWKHLURZQDQGLPSOLFLWO\ 
criticise the therapist. 
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Patients regularly produce subjective reports and assessments in response 
to solicits by therapists and occasionally self-initiate these.  Patients seem 
willing to provide information about how the treatment activity feels.  But as 
we saw in data examples, on the fairly rare occasions where they are asked 
to evaluate success or failure, they may display reluctance to tell the 
therapist what they think about their performance, how they judge it.  Patients 
may simply lack the knowledge to do so, as they claim in a couple of the 
extracts above.  Certainly, most patients do not have the technical knowledge 
that therapists possess.  On the other hand, the requested evaluations often 
pertain to mundane activities, such as walking or sitting upright.  These are 
activities about which any person might be expected to be able to make 
some judgement, at least in general terms.  Thus, there may be interactional 
DVZHOODVµODFNRINQRZOHGJH¶UHDVRQVIRUSDWLHQWV¶UHOXFWDQFH7KHVHUHODWH
to how withholding assessment indicates and claims a lack of sufficient 
knowledge to evaluate (Pomerantz, 1984a).  Such claims may be implicit in 
the refusal itself, but sometimes patients explicitly cite lack of knowledge.  
Claiming lack of knowledge has certain interactional effects and functions.  It 
FRQVWUXFWVWKHSDWLHQW¶VSRVLWLRQDQGNQRZOHGJHDVGLIIHUHQWDQGOHVVHUDQG
WKHUHE\PDLQWDLQVERWKWKHWKHUDSLVW¶VDXWKRULW\DVµWHDFKHU¶DQGMXGJHRI
DELOLW\DQGFRPSHWHQFHDQGWKHSDWLHQW¶VUROHDVOHDUQHU,t maintains the 
sense of the therapy as a situation where the therapist is an expert who is 
teaching someone who lacks expertise; it thereby maintains the whole 
rationale for the therapeutic process.  Another aspect of reluctance to display 
knowledge was also revealed by the extract in which the patient produced an 
evaluation to the effect that he was sure he could stand better now, but then 
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attempted to retract it (S3Ph4PaMT1/1.50).  We argued that this extract 
illustrated that when a patient self-evaluates, they risk revealing cognitive 
LQFRPSHWHQFHµRQWRSRI¶SK\VLFDOLQFRPSHWHQFH2XUILQGLQJWKDWSDWLHQWV¶
assessments and reports, whether solicited or self-initiated, are almost 
exclusively subjective is consistent with other studies of medical interactions.  
7KHVXEMHFWLYHIRFXVRISDWLHQWV¶FRPPHQWVIRUPVRQHRIWKHZD\VWKDW
professional authority is upheld.  As Maynard (1991c) explains, it contributes 
to mutual production of ³WKHYLVLELOLW\RIWKHGLVWLQFWLRQEHWZHHQOD\DQG
professional knowledge" (p179), and Heath (1992a) notes how in describing 
and stressing subjective elements, patients maintain ³WKHGLIIHUHQWLDOVWDWXV
between their own understanding of the complaint and its professional 
assessment - between the expertise of the doctor and their own lay opinion" 
(p261-7KLVµGLIIHUHQWLDOVWDWXV¶LVQHFHVVDU\WRMXVWLI\WKHSDWLHQW¶V
participation and co-operation with professional assistance. 
 
This analysis of the constraints patients orient to in their actions illustrates the 
difficulties thHUDSLVWVFDQIDFHLQHQFRXUDJLQJSDWLHQWV¶µIXOOLQYROYHPHQW¶
(CSP, 2000) in treatment process and choices and in minimising their 
dependence on the therapist.  
 
5.8.2 (OHPHQWVRIWKHUDSLVWV¶FRQGXFW 
:HZLOOQRZWXUQWRWKHSDWWHUQVRIWKHUDSLVWV¶FRQGXFWwe observed.  Many 
elements of these DWWHQGWRSDWLHQWV¶PRWLYDWLRQand to avoiding undermining 
it.  Therefore we will briefly consider why motivation is treated as such a 
VDOLHQWLVVXH3DWLHQWV¶IDLOXUHVRISHUIRUPDQFHFDUU\PHDQLQJVDQG
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implications beyond their technical causes and solutions: failures potentially 
XQGHUPLQHSDWLHQWV¶PRWLYDWLRQDQGSDUWLFLSDWLRQDVZHOODVWKHUDSLVWV¶
authoritative status and the rationale on which therapy rests.  This is because 
when patients fail, several interpretations of the cause and meaning of the 
failure are possible.  One interpretation is that the therapist has asked for 
VRPHWKLQJWKDWLVEH\RQGWKHSDWLHQW¶VFDSDFLW\WKDWVKHKDVWKHUHIRUHPDGH
DPLVMXGJHPHQW7KLVFRXOGXQGHUPLQHWKHWKHUDSLVW¶VDXWKRULW\and 
expertise.  Also, failure could be taken as indicating that the strategies that 
constitute therapy itself are not proving successful.  This could undermine the 
UDWLRQDOHRISDWLHQWV¶SDUWLFLSDWLRQLQWKLVHIIRUWIXODQGRIWHQXQFRPIRUWDEOH
activity.  On the other hand, failures could be taken to indicate the need for 
further efforts and participation.  This interpretation depends on establishing 
that improvement is possible and furthermore that it can be made as a result 
of therapy.  Therefore, in order to maintain their own authority and raison 
G¶HWUH, and the rationale of the whole therapeutic process, therapists need to 
convey to patients and persuade them of this latter interpretation of 
problems.  Doing so justifies continuation of therapy, and co-operative, 
effortful participation therein, despite the apparent problems.  Thus the 
meaning and consequences of failures of performance are constituted 
through interaction.  Once again, we can see that for every action different 
meanings are possible, and that meanings are locally constructed, and 
interactionally consequential (see end of Section 5.4.1). 
 
7XUQLQJWRWKHGHWDLOVRIWKHUDSLVWV¶FRQGXFWXQVXUSULVLQJO\WKH\SURYLGH
frequent and direct positive evaluations ERWKGXULQJDQGIROORZLQJSDWLHQWV¶
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performances.  Besides indicating their clinical judgement to the patient, 
these are inherently motivating and encouraging, often implying that progress 
has been made and is evident.  They also project and provide reasons for 
repetition of activities or for a move to some next activity.   
 
Just as in other settings, such as classroom environments (McHoul, 1985; 
Hindmarsh, 1992) when failures occur, more complex sequences arise.  
7KHUDSLVWV¶SUDFWLFHVLQPDQDJLQJDSSDUHQWIDLOXUHVRISDWLHQWV¶SHUIRUPDQFHV
can be pictured as occupying a continuum.  At one end are very direct 
indications of problems and repairsHJVD\LQJVRPHWKLQJOLNHµQRQRMXVW
WXUQLQJLWRYHU¶6HFWLRQ$WWKHRWKHUH[WUHPHWKHUDSLVWVDUHVR
circumspect that they remain silent even when problems are clearly 
apparent, or are so ambiguous that their talk avoids any evaluative and 
reparative components at all.  The other practices observed, and which arose 
with far greater frequency in the data, concern delicate management 
strategies that lie at various points between these two extremes. 
 
In general, indirect methods are an effective way of avoiding direct criticism 
of patients, an activity that we have seen is generally avoided in both 
ordinary conversations and across many (though not all) institutional settings.  
,QGLUHFWPHWKRGVPHDQWKDWWKHQHJDWLYHLPSOLFDWLRQVRISDWLHQWV¶IDLOXUHVDOVR
surface less, and require less direct attention and compensating actions.  
The more exposed the problem and the more obviously participants are 
attending to it, the more participants may treat its implications as needing 
FRXQWHULQJ8QIRUWXQDWHO\IURPWKHDQDO\VW¶VSRLQWRIYLHZDWOHDVWWKH
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SUHVHQWGDWDLQFOXGHYHU\IHZLQVWDQFHVZKHUHSDWLHQWV¶IDLOXUHVRI
performance are directly and bluntly pointed out by therapists and which 
could therefore provide evidence for this argument.  Thus we must rely on 
speculation about what would be the consequences of more direct indication.  
It seems likely that this would cause various problems of negative affect.  
3HRSOHDYRLGµWHOOLQJHDFKRWKHURII¶DQGUHFLSLHQWVRIµWHOOLQJVRII¶VRPHWLPHV
report feeling they are being treated like children or as stupid.  Furthermore, 
directly indicating a problem to a patient would imply that they lacked 
competence to identify and recognise the problem for themselves, and thus 
that their incompetence went beyond the physical.  Finally, making problems 
starkly apparent is likely to be especially demotivating. 
 
7KHUDSLVWV¶LQGLUHFWPDQDJHPHQWRIVKRUWFRPLQJVLQSDWLHQWV¶Serformances 
can be broadly divided into sequences wherein problems are not directly 
referred to and those wherein verbal reference to them does occur.  As we 
observed, the first form resembles the embedded corrections described by 
Jefferson (1987).  These, DVVKHDUJXHG³FDQEHDZD\RIGRLQJFRUUHFWLRQ-
and-only-correction; of keeping such issues as incompetence and/or 
impropriety off the conversational surface.  In effect, the embedded form 
provides the opportunity to correct with discretion" (p100).  In the data, 
therapists at times institute reparative strategies without directly naming the 
problem.  They do so through re-specifying or sometimes even withholding 
further instructions, and/or through withholding ongoing positive 
assessments.  Through these PHDQVWKHUDSLVWVHQFRXUDJHRUµFOXH¶SDWLHQWV
to perform activities in different ways, and may thereby implicitly indicate that 
 309 
SULRUSHUIRUPDQFHZDVODFNLQJLQVRPHZD\$VPRRWKDQGµGLVFUHHW¶
correction and progression of activity is often effected.  However, this 
VWUDWHJ\GRHVQRWDOORZIRUGLVFXVVLRQRIRUDFFRXQWLQJIRUWKHSUREOHP¶V
cause.  One result is that it does not provide opportunities for therapists to 
FKHFNSDWLHQWV¶XQGHUVWDQGLQJVDVLVUHFRPPHQGHGQRUIRUSDWLHQWVWRVHHN
information from the therapist about the performance.  
 
$VWKHUDSLVWV¶VWUDWHJLHVDSSURDFKWKHHQGRIWKHFRQWLQXXPSLFWXUHGDERYH
wherein they are so indirect as to avoid or make highly ambiguous 
evaluations, we saw that patients sometimes convey that this is troublesome 
for them.  They may show signs of distress with sighs and vocalisations, and 
VHHNWKHWKHUDSLVW¶VHYDOXDWLRQLQZD\VWKDWFRQYH\DQ[LHW\DQGFRQFHUQ
This illustrated that indirectness and ambiguity in this area of communication, 
while serving to avoid direct criticism, is a tool to be wielded with care. That 
is, being very indirect and ambiguous may be taken by patients as signifying 
unstated but very negative evaluation (Pomerantz, 1984a), and can have the 
same results as being very direct: display RIQHJDWLYHDIIHFWDQGSDWLHQWV¶
distress.  
 
The other form of management entails directly naming the problem; it 
EHFRPHVWKHLQWHUDFWLRQDOEXVLQHVVDWKDQG7KLVUHVHPEOHVWKHµH[SRVHG¶
form of correction Jefferson (1987) described.  As she argued, it provides 
opportunities to account for and explain problems of performance and 
associated remedy proposals.  When management involves naming the 
problem, therapists either initiate and provide the problem indication 
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themselves (formulated so as to mitigate and/or minimise its seriousness), or 
they provide their problem assessment in line with, and following, an 
assessment from the patient.  
 
Mitigated and minimised assessments, as with other indirect practices, allow 
the therapist to avoid directly criticising the patient, and thereby reduce its 
demotivating impact.  Through them, therapists can imply reluctance to 
criticise patients whilst nevertheless naming the problem.  Often, these 
assessments include positive components besides the negative ones; the 
therapist thereby conveys that she judges the patient as competent in some 
aspects, despite the negative evaluation.  The therapist thus orients to 
reducing implications of wider defects of competence that are inherent when 
incompetence is exposed (Goffman, 1969).  In line with this orientation, 
therapists also sometimes provide alternative accounts for failures.  These 
range from elements of the formulation of the evaluation, such as 
depersonalising it so that, for example, the leg rather than the patient has 
failed, to explicit accounts for the problem which explain it in terms of the 
VWURNHRUWKHWLULQJHIIHFWVRIWKHSDWLHQW¶VSUDLVHZRUWK\KDUGZRUN 
 
The format and functions of perspective display sequences, in which the 
therapist invites and attends WRWKHSDWLHQW¶VSHUVSHFWLYHSULRUWRSURGXFWLRQRI
KHURZQDQGFDQWKHQWDLORUKHUDVVHVVPHQWWRWKHSDWLHQW¶VGLVSOD\HG
understanding and receptiveness have been described at length in earlier 
sections.  Points to highlight here are that these sequences provide an 
opportunity for dialogue with the patient about problems whilst avoiding blunt 
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problem indication.  They allow for building alignment and an environment of 
agreement in which motivated participation with remedies and repairs can be 
encouraged.  +RZHYHUZHREVHUYHGWKDWSDWLHQWV¶UHOXFWDQFHWRVHOI-evaluate 
can disrupt the running of these sequences. 
 
A different set of strategies by which therapists deal with problems of 
performance concerns pre-emptive management via the format of 
instructions.  Two forms seen in the data were described.  These were (a) 
instructions that forecast problems and thereby mitigate their impact if they 
subsequently occur, and (b) instructions that avoid stating an aim or endpoint 
of the task and thereby conceal any failure to achieve this.  Both allow the 
WKHUDSLVWWRSURYLGHSRVLWLYHDVVHVVPHQWVZKDWHYHUWKHSDWLHQW¶VUHVSRQVH
Because of this, they share functions in common with several of the 
µUHWURVSHFWLYH¶SUDFWLFHVDERYH,QSDUWLFXODUWKH\DWWHQGWRLVVXHVRf patient 
motivation and competence by allowing the therapist to make positive 
comments about their performance.  
 
$FURVVDOOVWUDWHJLHVIRUPDQDJLQJVKRUWFRPLQJVRISDWLHQWV¶SHUIRUPDQFHV
therapists link problem indications with repairs and proposals for remedies 
and treatment goals.  By instigating repairs and proposing future remedies in 
close proximity to problem indications, therapists convey an expectation that 
through therapy, resolution of the problem is possible.  Where no remedy is 
available, therapists appear reluctant to directly refer to the problem 
(S2Ph4PaMT1/1.37 and 1.40, above). 
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Across different situations, we observed therapists orienting to pursuing 
DOLJQPHQWRIWKHSDWLHQW¶VYLHZZLWKWKHFOLQLFDORQH.  Evaluations of 
performance are a situation in which lack of alignment ± differences in 
perspective ± can come to the surface.  This is rarely the case when 
therapists instigate evaluations, whether positive or negative.  At these times, 
patients tend not to show disagreement (although this was not invariable).  
2QWKHRWKHUKDQGZKHQSDWLHQWVLQVWLJDWHDQHJDWLYHHYDOXDWLRQWKHUDSLVWV¶
responses regularly disagree with these.  In general, when differences of 
view are evident, therapists tend to pursue alignment through providing 
evidence in support of their assessment, and/or building stepwise agreement.  
7KHVHVWUDWHJLHVDLPDWPRYLQJWKHSDWLHQWV¶H[SUHVVHGYLHZWRZDUGVWKH
clinical one, and are frequently effective in doing so.  As we saw, where 
alignment and agreement seem not to be forthcoming, therapists tend to 
close down the topic and the disagreement.  This is unsurprising because 
alignment and agreement on the nature of the problem is a prerequisite for 
justification of reparative strategies and for motivated participation in them 
 
Having looked at recurrent patterns of conduct and developed explanations 
for why they occur, we are now in a position to examine specific practices 
described in this chapter and to consider how these meet the demands of 
both the recommendations and of broad social orientations to management 
of physical incompetence. 
 
A few of the specific practices that therapists were observed to use in the 
PDQDJHPHQWRISUREOHPVRISDWLHQWV¶SHUIRUPDQFHVZHUHSUREOHPDWLFLQWKDW
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associated interactional troubles were evident.  These troubles included 
failures of intersubjective understanding and expressions by patients that 
they were in some way unhappy. (Although as Maynard (1991a) points out, 
DYRLGDQFHRISDWLHQWV¶GLVWUHVVLVQRWDOZD\VLQLWVHOIHLWKHUGHVLUDEOHRr 
feasible in medical interactions which entail talk with patients about troubles).  
In this chapter, ambiguity in problem identification and lack of evaluations in 
situations where these might be expected were a source of such troubles.  
We also proposed that direct and blunt problem indications and repair of 
failures would cause similar troubles.  However, because such actions are so 
rare, there were no data which could be analysed to provide evidence of this. 
 
On the other hand, such ambiguities do not consistently or inevitably result in 
troubles (or at least in the expression of troubles).  For instance, in one 
H[WUDFWDPELJXRXVµXQILQLVKHG¶LQVWUXFWLRQVUHVXOWHGLQDSDWLHQW
misunderstanding what was being asked, whilst in another the patient did 
µIROORZ¶WKHLQVWUXFWLRQZLWKRXWDSSDUHQWGLIILFXOW\,QGHHGDPELJXRXV
LQVWUXFWLRQVKDYHµSRVLWLYH¶IXQFWLRQVLQWHUPVRIDOORZLQJWKHUDSLVWVWREH
HQFRXUDJLQJDQGFRPSOHPHQWDU\LQWKHLUDVVHVVPHQWVRISDWLHQWV¶
VXEVHTXHQWSHUIRUPDQFHVHYHQZKHUHSDWLHQWV¶capabilities are very limited.  
7KLVLOOXVWUDWHVWKDWQRPDQDJHPHQWVWUDWHJ\LVµDOOEDG¶RUµDOOJRRG¶(DFK
has a variety of actual and potential interactional effects, and this means that 
blanket prescriptions to the effect that they should or should not be used are 
inappropriate, a point we will return to in the final chapter.  Nevertheless, 
analysis showed that certain strategies can function in ways that meet at 
least some of the recommendations for good practice, and are also 
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compatible to recurrent social orientations, i.e. with the ways that people 
routinely behave.  We will now briefly highlight these.   
 
:KHQWKHUDSLVWVUHVSRQGWRSDWLHQWV¶VHOI-critical assessments with 
reassurance they treat them respectfully and attend to the negative affect 
tKDWSDWLHQWV¶SUREOHPVWHQGWRSURYRNH7KHGHOLFDWHPDQDJHPHQWVWUDWHJLHV
E\ZKLFKWKHUDSLVWVLQGLFDWHDQGUHSDLUSDWLHQWV¶SUREOHPVDOVRKDYH
interactional advantages.  For instance, instigating repairs without naming the 
problem is effective in quickly repairing problems with minimal disruption and 
ZLWKRXWH[SRVLQJDQGUHIHUULQJWRWKHSDWLHQWV¶IDLOXUHV3UDFWLFHVZKHUHLQWKH
problems are named whilst still dealing sensitively with their exposure and 
correction have different effects.  They allow talk about problems and repairs, 
and thus have the potential to involve patients more in the treatment process, 
to provide them with relevant information, and to facilitate and check their 
understandings.  This is the case in both mitigated/minimised problem 
assertions and perspective display sequences.  The latter though are 
particularly effective in terms of their potential to increase patient involvement 
and dialogue.  They allow for mutual participation in the identification of 
problems and in dialogue about them, and they involve treating the patient as 
having knowledge and expertise which contributes to therapy.  
 
7KHUDSLVWV¶IUHTXHQWSRVLWLYHDVVHVVPHQWVFDQEHPRWLYDWLQJDQGSURYLGH
information to patients.  Motivating and encouraging actions produced in 
close proximity to problem indications also function in keeping with the 
UHFRPPHQGDWLRQV7KHVHDFWLRQVLQFOXGHWKHUDSLVWV¶WDONDERXWRYHUDOO
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progress or other areas of progress, general tone of voice, predictions of 
future success, and conveying an expectation of the resolution of problems.  
These actions help convey to patients the rationale for efforts in therapy. 
 
5.9 Conclusion 
7KHUDSLVWV¶SRVLWLYHHYDOXDWLRQVRISHUIRUPDQFHVXFFHVVDUHXVXDOO\EULHI
agreed with by patients, and form part of the process of changing from one 
activity to the next.  When failures in performance become apparent, patients 
typically engage in complex interactional work.  This entails displaying 
sufficient competence to recognise failure and its implications, but insufficient 
competence to have avoided failure in the first place.  Through various 
interactional means, patients manage to convey awareness of their failures 
and to counter the possible implications of wider incompetence and 
motivated deviance (Goffman, 1969).  At the same time, they convey that 
they are not defeated by or resigned to their failures, instead indicating a 
determination to continue effortful and co-operative participation in therapy.   
 
,QPRUHVSHFLILFWHUPVZHIRXQGWKDWSDWLHQWV¶SUDFWLFHVLQFOuded not 
FKDOOHQJLQJWKHUDSLVWV¶DVVHVVPHQWVVKRZLQJDQDSRORJHWLFRUFRQFHUQHG
demeanour in the face of failures of performance, and displaying 
perseverance ± WKDWWKH\ZHUHFRQWLQXLQJWKHLUHIIRUWVUDWKHUWKDQµJLYLQJXS¶
Also, they show compliance, alignment and agreement not only with 
WKHUDSLVWV¶HYDOXDWLRQVEXWDOVRZLWKWKHLUUHSDLUDFWLRQVDQGSURSRVDOV,Q
these actions, patients convey they recognise that in some way their 
performance was not correct, that they know (and bear allegiance to) what 
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DUHµQRUPDO¶VWDQGDUGVRIFRPSHWHQFHDQGDUHNHHQWRFR-operate with 
therapists in remedying problems.  Their actions also help counter possible 
implications of wider incompetence because they show they are sufficiently 
competent to recognise their problem.  In addition, these actions (particularly 
their apologies) attended to showing that the problem was not intentional, it 
ZDVDµJHQXLQH¶IDLOXUH:HDOVRVDZWKDWSDWLHQWVGRQRWSURGXFHµVHFRQG
DVVHVVPHQWV¶LQUHVSRQVHWRWKHUDSLVWV¶DVVHVVPHQWVDVper the usual 
pattern of ordinary conversation.  In doing so they avoided making claims to 
their own independent knowledge or authority to judge and evaluate 
performance.  We also noted that on occasion, particularly during activities in 
which the therapist was not touching the patient, patients produced direct 
negative evaluations of their own performance, and that these often served to 
elicit reassurance from the therapist. 
 
/LNHZLVHWKHUDSLVWV¶LQWHUDFWLRQDOZRUNHQWDLOVDFRPSOH[EDODQFHEHWZHHQ
opposing demands: showing sensitivity to the potentially negative effects of 
making problems apparent whilst nevertheless attending to these problems 
and instituting corrective action.  They do so through interactional practices 
that have the effect of minimising the negative implications and effects of 
attending to problems, which include distress, loss of alignment and 
demotivation.  We noted that patients work to counter implications that failure 
results from motivated deviance and is indicative of wider incompetence.  
Therapists do the same, they reassure patients, minimising the problems and 
their implications.  Sometimes this entails avoiding any direct reference to 
problems, at other times therapists make the problems directly apparent, 
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µQDPLQJ¶WKHPDOWKRugh in minimised or delicate ways.  Naming problems 
allows for talk about their causes and about remedies.  In the way therapists 
deal with problems, they imply an expectation that these will be solved 
WKURXJKSDWLHQWV¶HIIRUWVZLWKLQDQGDORQJVLGHSK\VLRWherapy. 
 
Our findings illustrate that several orientations are central to shaping conduct 
in this area of therapeutic interactions.  These are:  
 7KHPDLQWHQDQFHRIWKHUDSLVWV¶DXWKRULW\DQGWKHGLIIHUHQWLDOEHWZHHQWKH
positions and roles of therapist and patient 
 µ&RPSHWHQFHLVVXHV¶± specifically the avoidance of exposure of 
incompetence, the countering of implications that it might indicate wilful or 
wider incompetence, and the display of allegiance to societal conventions 
of normal competence 
and 
 Orientations to shared social preferences and dispreferences concerning 
production and response to positive and critical assessments.   
 
Our findings illustrate that current published recommendations neglect these 
orientations, and thus fail to allow for the requirements and contingencies of 
the practical work that therapists and patients do.  In particular, the 
recommendations that therapists communicate in an open, honest, clear and 
unambiguous manner oversimplify the demands and constraints upon 
communication in this complex and delicate situation, and are potentially 
contradictory with other recommendations that therapists should be 
UHVSHFWIXODQGVKRXOGPDLQWDLQSDWLHQWV¶PRWLYDWLRQ(VWDEOLVKLQJPXWXDO
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XQGHUVWDQGLQJDERXWSDWLHQWV¶SHUIRUPDQFHSDUWLFXODUO\where there are 
shortcomings, is not simply a matter of pointing out and repairing problems.  
For it to be successful, it is necessary to deal with problems in subtle ways 
that avoid distressing and demotivating patients. 
 
In the final chapter, we will further discuss the various limitations of 
recommendations for good practice.  We will also further discuss the role that 
orientations to managing physical incompetence play in shaping conduct in 
therapy interactions.  First though, we turn to one more area of analysis of 
SDWLHQWV¶DQGSK\VLRWKHUDSLVWV¶FRQGXFWLQWHUDFWLRQVDERXWUHDVRQVSXUSRVHV
and goals of therapy. 
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CHAPTER SIX 
INTERACTION CONCERNING PURPOSES AND GOALS OF 
THERAPY 
6.1 Introduction 
Analysis in the previous chapter showed that communication about success 
and failure in the performance of treatment activities is often sequentially 
linked to talk about reasons for doing some next or future activity.  This 
chapter extends analysis of how therapists and patients communicate about 
reasons underlying physiotherapy and its activities.  The importance of 
communication about purposes of therapeutic activities is emphasised in 
published recommendations for good practice, and previous research has 
identified that lack of communication on the topic is a sRXUFHRISDWLHQWV¶
dissatisfaction.  
 
Analysis concerns instances in the data where therapists and patients 
communicate about reasons, rationale, purposes, aims and goals underlying 
a range of actions from individual treatment activities, through sequences of 
activities, to participation in therapy as a whole.  Interactions concerning 
explanations about stroke pathology and physiology are not examined.  This 
H[FOXVLRQLVIRUUHDVRQVRIIHDVLELOLW\DQGIRUFRKHUHQFHZLWKWKHVWXG\¶V
general focus on communication about treatment activities. 
 
 320 
Part of this chapter focuses on communication about treatment-related goals.  
Although not a common occurrence in the data, this is of interest to analysis 
because goal-setting is specifically encouraged in policy and standards 
documents.  Its relative infrequency in the data is thus all the more 
interesting38.  This is not the first study to identify infrequency of goal-setting 
with patients.  This gives rise to the question: why, if policy so strongly 
encourages goal-setting with patients, is it so rarely done?  Later in this 
chapter some answers to this question will be proposed. 
 
6.1.1 Structure of the chapter 
Before presenting and examining data extracts, relevant clinical literature is 
reviewed.  The infrequency of communication between therapists and 
patients about purposes and goals contrasts with the frequency of 
communication on the topics analysed in previous chapters.  For this reason, 
details about the frequency of occurrence and the special methodological 
considerations which result will be presented following the literature review. 
 
Data extracts follow and are divided into two sections: a) interactions about 
rationale and purposes underlying therapy and its activities, and b) 
interactions specifically about treatment-related goals.  We will draw on 
                                            
38.
 Particularly so because some therapists reported that in the presence of the camera they 
ZHUHFRQVFLRXVRIWU\LQJWRPDNHWKHLUFRPPXQLFDWLRQµPRUHSURIHVVLRQDO¶SDUWLFXODUO\E\
avoiding too much talk about their own social circumstances such as their family life.  It is 
LQWHUHVWLQJWKDWWKH\HYLGHQWO\GLGQRWWU\WREHPRUHµSURIHVVLRQDO¶E\WRSLFDOLVLQJJRDO-setting 
whilst on camera. 
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sociological literature in order to explore reasons for the relative infrequency 
of these topics and to elucidate the patterns of conduct that occur when they 
do actually arise.  In keeping with other analytic chapters, we will go on to 
consider the relationship between interactional practices observed and those 
suggested by the recommendations.  The final section of the chapter re-
H[DPLQHVSUDFWLFHVIRUWKHLUµILW¶ZLWKLQWHUDFWLRQDODQGVRFLDOFRQVWUDLQWVDQG
with the recommendations.  
 
6.2 Clinical literature about communication on purposes and goals 
6.2.1 Recommendations and policy 
Policy and standards documents encourage patient involvement in decision-
making about therapy aims and processes.  The setting of therapeutic goals 
LVJLYHQSDUWLFXODUHPSKDVLV7KH&KDUWHUHG6RFLHW\RI3K\VLRWKHUDS\¶V
µ&RUH6WDQGDUGV¶RISUDFWLFH&63UHTXLUHWKDWSDWLHQWVDUHVXIILFLHQWO\
informed so as to be involved in decision-making, and that goals are set for 
each individual.  7KHGRFXPHQW¶VJORVVDU\VWDWHVWKDWJRDOVDUHWREH
³HVWDEOLVKHGE\QHJRWLDWLRQ´DQGDUH³'HVLUHGHQGSRLQWVRIFDUH´ZKLFK
³VKRXOGEHUHDOLVWLF>DQGVKRXOG@LQFOXGHWLPHVFDOHVWKDWDUHVXEMHFWWRRQ-
JRLQJUHYLHZGLVFXVVLRQDQGPRGLILFDWLRQ´)XUWKHUstandards formulated for 
physiotherapists in neurological practice (ACPIN, 1995) state that therapists 
VKRXOGH[SODLQWKHLUUROHWRSDWLHQWVDQGWKDWJRDOVVKRXOGEH³DFWLYHO\VHW
ZLWKWKHSDWLHQW´S³QHJRWLDWHGDQGDJUHHG´DQG³DSSURSULDWH
measurabOHDFKLHYDEOHDQGIXQFWLRQDO´S$VLQWKH&63JXLGDQFH
goals are described as time-related. 
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6.2.3 Defining goals39 
Wade, a respected authority on stroke rehabilitation who published a series 
of papers on goal-setting in rehabilitation (Wade, 1999a-d) points out that 
there is no generally agreed definition of goals.  He proposes that a goal is 
³WKHVWDWHRUFKDQJHLQVWDWHWKDWLWLVKRSHGRULQWHQGHGIRUDQLQWHUYHQWLRQRU
FRXUVHRIDFWLRQWRDFKLHYH´:DGHFS+HSURSRVHVWKDW
rehabilitation goals range from long-WHUPRYHUDUFKLQJDLPVWR³VSHFLILFNH\
DFKLHYHPHQWVWREHFRPSOHWHGZLWKLQDFHUWDLQVSHFLILHGUHODWLYHO\VKRUWWLPH´
(Wade, 1999c, p8) and which usually concern uni-professional interventions.  
It is this latter type of goal, whiFK:DGHGHQRWHVµWDUJHWV¶WKDWDUHH[DPLQHG
within this chapter. 
 
6.2.4 Advantages and difficulties of goal-setting 
Goal-setting is said to be central to effective rehabilitation (Lawler et al, 1999; 
Wade, 1999d).  Advocates argue that it ensures that rehabilitation is rooted in 
LQGLYLGXDOSDWLHQW¶VUHTXLUHPHQWVDVRSSRVHGWRSURIHVVLRQDODJHQGDV 
"It helps direct attention away from the traditional, narrow approach of 
medical, disease-driven concepts, to a wider problem-based 
perspective where the involvement of the patient becomes explicit and 
fundamental" (Lawler et al., 1999, p402).   
 
                                            
39. Most published literature focuses on goal-setting, rather than the more general topic of 
communication about reasons and purposes of therapy.  Therefore the majority of this 
review concerns literature on goal-setting. 
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*RDOVDUHDOVRVDLGWRIDFLOLWDWHSDWLHQWV¶PRWLYDWLRQDQGFR-operation (Wade, 
E0RIIHWW0DFOHDQDQG3RXQGLQFUHDVHSDWLHQWV¶
understandings of their position and progress (Talvitie, 1996; Lawler et al., 
1999), and allow clarification of the expectations and responsibilities of all 
WKRVHLQYROYHG/DZOHUHWDO:DGH¶VUHYLHZRIUHVHDUFKILQGLQJV
concerning rehabilitation goal-setting (1999a) concluded that there is some 
evidence to support the claim that rehabilitation is more effective where goals 
are explicitly set.  There is complementary evidence in the field of 
organisational and business management, where goal-setting is an 
established maQDJHULDOVWUDWHJ\UHVHDUFKKDVIRXQGWKDWSHRSOH¶VFRQGXFW
can be influenced in the direction of improved performance where goals are 
explicitly set (Kerr and Slocum, 1999).  In both rehabilitation and 
organisational performance research, goals have been found to be most 
effective in influencing conduct when those involved in achieving them (i.e. 
patients and workers) participate in setting them (Wade, 1999a; Kerr and 
Slocum, 1999). 
 
Whilst there are advantages to goal-setting in rehabilitation, the process also 
presents challenges.  Those identified in the literature concern reconciling 
conflicting perspectives of clinicians and patients (Partridge, 1994; Wade, 
1999b; Lawler et al., 1999) and the difficulties of predicting accurately any 
individual patient¶VSURJQRVLV:DGHE7KHODWWHUPDNHVLWKDUGWRVHW
JRDOVWKDWUHSUHVHQWPHDQLQJIXOFKDOOHQJHVUDWKHUWKDQEHLQJ³XQUHDOLVWLFDOO\
KDUGZLWKWKHSRWHQWLDOWRGHPRWLYDWHRU«WRRHDV\WRDWWDLQ´/DZOHUHWDO
1999, p402, see similar arguments in Wade, 1999a).  
 324 
 
6.2.5 Findings of research into communication about purposes and 
goals of therapy 
Having discussed goal-setting specifically, we now go on to review studies 
which have considered occurrence and practice of both goal-setting and 
explanatory talk about reasons underlying therapy activities.  There is 
however, a lack of empirical literature describing actual processes of 
explanation and goal-setting in therapy interactions (Lawler et al., 1999), and 
most studies to date are surveys of patients¶DQGWKHUDSLVWV¶YLHZVUDWKHUWKDQ
empirical observational studies.   
 
3DUWULGJHH[DPLQHGVWURNHSDWLHQWV¶YLHZVRIWKHLUSK\VLRWKHUDSHXWLF
experiences and reproduces several vivid quotes, including: 
³7KHUH¶VGHILQLWHO\QRWHQRXJKH[SODQDWLRQZKHQ they come along you 
need to know why they want you to co-RSHUDWH´ 
³7KHSK\VLRWKHUDS\ZDVH[WUHPHO\JRRGEXWWKHUHDJDLQ,GRZLVKWKH\
ZRXOGVD\µ7RGD\ZHDUHJRLQJWRGRWKLVEHFDXVHLW¶VJRLQJWR«¶DQG
WKHQH[SODLQLWWKHSXUSRVHRILW,¶PVXUHWKH\ would get more co-
RSHUDWLRQLIWKH\GLG´ 
(p31). 
 
These findings are echoed in an analysis of video-recordings of 13 
physiotherapy sessions, some with patients with neurological conditions 
7DOYLWLHZKLFKIRXQGWKDWWKHWKHUDSLVWV³KDUGO\HYHUGLVcussed with 
the patients the goal of the therapy or the importance of a partial exercise in 
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WKHFRQWH[WRIWKHWRWDOUHKDELOLWDWLRQSURJUDPPH´S$OVR3DUUHWDO¶V
(1997) interview study with people with stroke who had received speech and 
language therapy echoes these physiotherapy studies in that there was a 
reported failure of some therapists to explain the purpose and reasons for 
what is done in therapy. 
 
Talk about goal-setting also seems to be infrequent.  An interview study 
(Payton and Nelson, 1996) found that physiotherapy patients reported they 
were minimally aware or not aware at all of being asked to participate in goal-
VHWWLQJ7KHUHVHDUFKHUVQRWHGWKDWSDWLHQWV³H[SUHVVHGOLWWOHFRQFHUQIRUWKLV
LVVXH´S7KH\VXJJHVWWKDWJRDOVRIWKHUDS\ZHUH³REYLRXVDQG
FRPPRQO\XQGHUVWRRGE\WKHVHSDWLHQWVDQGWKHLUWKHUDSLVWV´SDOWKRXJK
they argue that the assumption of common understandings may be mistaken 
DQGFDQUHVXOWLQµGDQJHURXVGHILFLHQFLHV¶LQWUHDWPHQW$VXEVHTXHQW
publication (Payton et al., 1998) reported that patients varied in the degree to 
which they wished for involvement in treatment decisions and goal-setting.  
0DQ\RIWKRVHLQWHUYLHZHGH[SUHVVHGWKHYLHZWKDWµWKHUDSLVWNQRZVEHVW¶
and one patient commented that if a therapist asked about goals, this 
indicated a lack of professional expertise.  Because their study found such 
divergence between patients in their desire to be involved in goal-setting and 
GHFLVLRQPDNLQJ3D\WRQDQGFROOHDJXHVDUJXHWKDWSDWLHQWV¶SUHIHUHQces in 
this area should be explicitly sought and discussed. 
 
Another study of goal-setting, this one specific to stroke rehabilitation, 
considered specialist community nurses (Lawler et al., 1999).  The data 
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consisted of interviews and documented treatment records.  The nurses were 
found to vary in their use of goal-setting, some using it explicitly with patients, 
ZKLOVWRWKHUV³XVHGWKHFRQFHSWWRLQIRUPWKHLUDFWLRQVZKLOVWEHLQJOHVV
H[SOLFLWDQGPRUHLQIRUPDO´S7KXVWKHUHDUHLQGLFDWLRQVWKDWZhere 
goal-setting does occur, practice is highly variable between clinicians. 
 
6.2.6 Clinical literature review: summary 
Policy documents and professional recommendations encourage therapists 
to communicate with patients about reasons underlying treatment and to set 
goals with all patients.  Communication on these topics is said to ensure 
SDWLHQWV¶YLHZVDUHFHQWUDOWRWUHDWPHQWGHFLVLRQ-making, and to facilitate 
effective rehabilitation.  There is some research evidence that explicit goal-
setting increases rehabilitation effectiveness.  However, several interview 
studies and one observation study found that goals and reasons do not 
frequently arise as topics in physiotherapeutic interactions.  Commentators 
have identified difficulties of goal-setting.  These concern setting goals at 
appropriate levels so as not to be demotivating, and also exposing and 
reconciling differing perspectives of therapists and patients.  However, it 
seems that to date no empirical research has sought to explain the low 
frequency of goal-setting and explanatory talk in terms of these or other 
difficulties.  Much of the literature assumes that goals should be set and that 
purposes should be explained, thus seeming to assume that this is what 
patients want, though one study has challenged this (Payton et al., 1998; 
Payton and Nelson, 1996).  Most publications decry failures of 
FRPPXQLFDWLRQRQWKHVHWRSLFVDQGDVVHUWWKDWµPRUHVKRXOGEHGRQH¶EXW
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WKH\GRQRWSXUVXHH[SODQDWLRQVIRUµIDLOHG¶SUDFWLFH7KLVFKDSWHUZLOO
describe interactional processes entailed in explanation and goal-setting at a 
level of detail not previously attempted.  It will seek to explain reasons for 
current practices (and lack thereof) in this area rather than simply adjudging 
practice as failing. 
 
 
6.3 Frequency of interactions about reasons, purposes and goals in 
the data, and related methodological considerations 
Topicalisation of why activities were performed or proposed occurs at some 
point in all the recorded sessions.  However, many treatment activities within 
each session are instituted without any form of explicit communication about 
WKHLUSXUSRVHDQGUDWLRQDOH7KLVLVFRQVLVWHQWZLWKWKHILQGLQJVRI7DOYLWLH¶V
(1996) video analysis which was referred to on page 324-325.   
 
In the current study, setting of therapeutic goals was even less common than 
communication about reasons.  It occurred in eight of the 74 sessions.  In 
addition, there were ten recorded sessions in which goals were referred to 
but where goal-setting per se was not observed.  See Tables 6a and 6b, 
overleaf. 
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Table 6a: Frequency of goal-setting episodes40 in the recorded sessions 
Number of 
sessions in 
which goal-
setting occurred  
Number of 
patients  
Number of 
therapists  
Site  Total sessions 
recorded per site 
4 3 2 1 25 
0 0 0 2 19 
2 1 1 3 14 
2 2 2 4 16 
 
Table 6b: Frequency of references to goals without actual goal-setting 
during the recorded sessions (see footnote 3) 
Number of 
sessions with 
reference to 
gaols but not 
goal-setting 
Number of 
patients  
Number of 
therapists  
Site  Total sessions  
recorded per site 
5 3 2 1 25 
0 0 0 2 19 
3 2 2 3 14 
3 2 3  4 16 
 
                                            
40. An episode was defined as goal-setting when: 
(1) The word goal, aim or objective was used in the context of therapy-related activities 
and  
(2) $SK\VLFDODFWLRQWDVNRUFRPSHWHQF\ZDVWRSLFDOLVHGDQGWKHQSURSRVHGDVDµJRDO¶RU
µDLP¶ZLWKDWLPHOLPLWSXWRQLWVDFKLHYHPHQW 
Episodes fulfilling only the first of these two criteria were counted as references to goals but 
not goal-setting.  We nevertheless acknowledge that attempting to quantify in this way 
presents methodological problems (Schegloff, 1993).  A particular problem in this case 
concerns defining what counts as an episode ± for instance, some episodes sounded like 
references to goals but the words listed in Criterion (1) were not used.  However, alternative 
definitions would result in only a slight change in the frequency counts reported here, the 
overall point that this topic is rare in the data would remain unchanged. 
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Interactions about what is to be done in treatment (Chapter 4) and how well it 
is done (Chapter 5) are much more prevalent.  This allowed search for and 
SUHVHQWDWLRQRIµW\SLFDO¶H[DPSOHVRIUHFXUUHQWLQWHUDFWLRQDOSUDFWLFHV
associated with those topics.  For this chapter, there were sufficient 
interactions about reasons and rationale to allow selection and presentation 
of extracts which illustrated patterns that are seen recurrently in the data.  
However, there was an insufficient number of interactions about goals to 
develop any analysis of recurrent patterns.  None the less, the available data 
allows analysis of a range of practices and challenges that arise when goals 
are topicalised.  Further consideration of the limitations and scope of analysis 
in this chapter can be found in Section 6.8. 
 
6.4 Data analysis: interaction about reasons, purposes and rationale 
As noted above, the majority of treatment activities in the recorded sessions 
are instituted without any form of explicit verbal communication about their 
purpose or rationale.  On some, though not all of these occasions, although 
there is no talk about why an activity is being requested and performed, 
reasons for the activity would appear to be intelligible as a consequence of 
their sequential position.  The following extract illustrates this. 
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S2Ph2PaHT3/11.44  
(Volume 2, pages 34-39) 
This extract comes towards the beginning of a treatment session.  The 
patient was admitted to the rehabilitation ward eight days before.  He had a 
mild stroke 16 days ago.  Once the patient has been assisted to walk into the 
treatment room, sit on the treatment bed and remove his shirt, a physical 
examination commences.  A minute or so before this extract, the patient 
complains his affected arm still feels a bit (.) bit stiff.  As we saw when we 
examined this extract in Chapter 4 (Section 4.2.1), the therapist examines 
this arm, moving it around and asking questions about it.  She examines 
SDUWVRIWKHSDWLHQW¶VDUPWKHQKDQGLQVHULHV)UDPHJUDEVDDQGE 
Framegrab 6a 
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The therapist then recommences moving the whole arm around (line 52, 
Volume 2), asking whether the patient has any problems with his shoulder or 
elbow, and the patient replies no (68, below).  Her physical examination 
actions stop at line 77 (below) when she commences manual techniques that 
PRELOLVHWKHPXVFOHVDQGMRLQWVRIWKHSDWLHQW¶VKDQG6RRQDIWHUZDUGVVKH
moves her whole body from the latest of a series of kneeling positions on the 
treatment bed to a sitting posture which she maintains for several minutes 
(Framegrab 6c).  As she performs the mobilisations, the therapist continues a 
VHTXHQFHRITXHVWLRQVDERXWWKHSDWLHQW¶VDFWLYLWLHVRXWVLGHWKHUDS\WKHILUVW
of which is at line 85 below).  
 
Framegrab 6b 
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64-99, simplified 
64 T KDYLQJEHHQPRYLQJSDWLHQW¶VDUPEDFNDQGIRUWKWKHUDSLVW 
FRPHVWRDVWRSRIWKHVHPRYHPHQWVKROGLQJWKHSDWLHQW¶VDUP
stretched out  
65 T no problems 
68 P no 
  (.) 
 P {no } 
 T { no} 
   
 T adjusts grLSRQSDWLHQW¶VKDQG 
  (0.5)  
   
77 T PRELOLVDWLRQVRISDWLHQW¶VILQJHUDQGWKXPEMRLQWVVWDUW 
 T mainly the hand 
  
 
81 T shifts her body position, climbs off treatment bed and sits down 
RQLWNHHSLQJKROGRISDWLHQW¶VKDQG 
and looking down at it during the move 
also continues the mobilisations of his thumb joints as she 
moves 
  (2) 
84 T PRELOLVLQJWKHSDWLHQW¶VWKXPEDQGILQJHUVIRUVHYHUDOPLQXWHV 
(Framegrab 6c, overleaf) 
85 T KKLW¶VVWLOODOLWWOHELWswollHQLQ¶WLW- >ave you been doin  
 T that massa:ge that we suggested 
 P ye:s yes 
  (1.5)  
 P ,¶YHEHHQGRLQWKHfinger exercise an that 
99 T yeah  
 
Thus, as the therapist performs the mobilisation treatment, verbal elements 
of examination continue, and the therapeutic activity of mobilising is not 
referred to verbally in this sequence nor thereafter.  Nevertheless, the prior 
physical examination and talk about problems of the arm and hand provide 
for the intelligibility of the mobilisation treatment.   
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This sequence illustrates what frequently occurs during treatment activities in 
the recorded sessions: reasons underlying activities are not directly 
addressed through talk but may nevertheless be intelligible because of the 
sequential context.  However, in these circumstances, whether the patient 
actually understands reasons is difficult for either analyst or therapist to 
determine.  This is because if patients do not understand why an activity is 
done, the treatment activity is not itself disrupted except on the rare 
occasions when patients bring problems of understanding to the surface (as 
in S3Ph5PaNT2/2.25 above).  This contrasts with failures of understanding 
about what LVWREHGRQHZKLFKDUHLPPHGLDWHO\HYLGHQWLQDSDWLHQW¶V
physical response to an instruction (e.g. S3Ph4PaMT1/2.09, Chapter 4).  
Framegrab 6c ± position adopted 
during mobilisation treatment 
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Thus, failure to understand reasons underlying an activity is not visible in a 
SDWLHQW¶VSK\VLFDOFRQGXFWWKHZD\LWLVZKHQWKHUHLVIDLOXUHWRXQGHUVWDQG
ZKDWLVWREHGRQH7KLVµLQYLVLELOLW\¶LVFRPSRXQGHGE\WKHGLVSUHIHUHQFHWKDW
we argued patients show towards asking therapists to explain reasons.  It 
would seem reasonable to propose that without verbal communication on the 
topic, it is unlikely that patients always understand why an activity is being 
performed.  
 
We will now examine extracts in which reasons and rationale are talked 
about.  In doing so, we will identify the locations, structure and contents of 
interactions about reasons and rationale.  It will be shown that patients 
themselves rarely initiate this topic, and that when they do, it is in restricted 
ways.  We will see that there are recurrent sequential links between episodes 
of talk about reasons and the occurrence of various interactional and 
therapeutic troubles, and also between talk about reasons and interactional 
DWWHQWLRQWRSDWLHQWV¶PRWLYDWLRQ7KHILUVWVHTXHQFHLQWURGXFHVVHYHUDO
characteristic features of these interactions. 
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S2Ph5PaMT1/2.13 
(Volume 2, pages 65-70) 
The extract comes towards the end of a session.  The patient has been 
undergoing rehabilitation for the five weeks since onset of his left-sided 
stroke.  He stands with a table in front of him and has been reaching up to 
WKHWKHUDSLVW¶VRXWVWUHWFKHGKDQG7KLVLVDFRPPRQH[HUFLVHIRUIDFLOLWDWLQJ
standing balance and active leg muscle work.  The activity has just ended, 
DQGWKHSDWLHQWVLWVGRZQ$VKHGRHVVRKHDOHUWVWKHWKHUDSLVWWRµFUDFNLQJ¶
audible at his left knee joint41.   
15-44, simplified 
15  (3) 
  
((audible cracks as patient sits down)) 
 
18 P RRK,FDQµHDUWKDWFUDFNLQ 
 P smiling, starts this utterance before fully down 
 
 P $ hh hh  
  
(1.5) 
 P glances at therapist and nods 
 
 T JD]HVGRZQWRSDWLHQW¶VNQHH 
 T {al right     } 
 P ^G¶\RXKHDU`WKDWFUDFNLQ then 
 P reaches to touch his left knee  
(Framegrab 6d, overleaf) 
 
 T nods 
  (1)  
 P rubs knee 
 
 P ohh    
41 T (an) it was your ULJKWNQHHWKDWXVHGWREHDSUREOHPLVQ¶LW 
44 P yeah yeah 
                                            
41. Such noises from the knee joint are common and would not necessarily be a major cause 
IRUDWKHUDSLVW¶VFRQFHUQ 
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When the therapist does not display specific attention to his utterance at line 
18, he reiterates verbally and points to and rubs his knee while gazing at the 
therapist (Framegrab 6d).  These actions are successful in getting the 
WKHUDSLVW¶VDWWHQWLRQc.f. Psathas, 1996): she turns her gaze to his left knee, 
nods and verbally acknowledges by commenting that his other knee has 
IRUPHUO\EHHQµDSUREOHP¶7KLVUDLVLQJRIDSUREOHPFRPHVWRIRUPWKH
basis for talk about the reasons underlying current and proposed treatment 
activities.  Thus, after a pause during which the therapist gazes downwards 
and towards the left knee with a thoughtful facial expression, she produces a 
statement that elaborates on the problem the patient introduced:  
 
Framegrab 6d.  Although the view is somewhat obscured, 
it can be seen that the patient has reached his right hand 
towards his left knee. 
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51-99, simplified 
51 T 
T 
> KKWKDW¶VRXUELJJHVWSUREOHPwalking at the moment (.)  
definitely 
  (1) 
55 P snappin it back yeah (.) yeah.   
59 T 
T 
DQ,WKLQNLW¶VZRUWKVSHQGLQJWKHWLPHDV- as we  
have been doing 
62 P yeah getting some {erm (muscles)} 
 T 
                               { just    doing  } it       
67 T HYHQLWLW¶VMX^VW!VL`WWRVWDQG,PHDQLW¶V good to wa:lk 
 P                     {yeah     } 
  (.) 
 P yeah  
77 T KKEXWZHGRQ¶WZDQQD overdo it at the same time 
  (1) 
82 P ZHOO,¶Gsoon(er) be able to do it properly 
 T {yeah    } 
86 P {(tha y k}now get some muscles back {(again)} 
 T                                                ((louder)) {I mean} 
 T you need is it is it sort of a circles > you need to do it to  
 T be able to get the muscles working but at the 
97 T VDPHWLPHWKHUH¶VQRSRLQWOHWWLQJ\RXGRLWwrong 
99 P no 
 
In his reVSRQVHWRWKHWKHUDSLVW¶VLGHQWLILFDWLRQRIµRXUELJJHVWSUREOHP¶
the patient now refers to the knee snapping back ± a different problem to the 
knee cracking and (implied) pain which was his initial formulation.  Thus he 
displays recognition and undeUVWDQGLQJRIWKHWKHUDSLVW¶VYHUVLRQRIWKH
problem.  His response indicates considerable inferential elaboration, also 
technical physiotherapeutic knowledge about his leg control when walking.  
 
The therapist moves on to propose that the activities that have recently been 
SHUIRUPHGµVLWWRVWDQG¶DUHWKHUHIRUHDSSURSULDWHDQGWKHLUFRQWLQXDWLRQ
justified (59 onwards).  Also, she proposes that although LW¶V good to 
wa:lk, there should be some restriction of this walking.  She produces 
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several reasons for this restriction: not overdoing it (77), not letting the patient 
do it wrong (97), and avoidance of knee soreness (103, below).   
 
In his talk, the patient displays further understandings of reasons for current 
activities: getting some muscles back (62, 86); and for the restriction on 
walking: ZHOO,¶Gsoon(er) be able to do it properly (82).  His body 
movements, particularly nodding, display agreement with the therapist.  The 
sequence continues: 
 
103 T more of a point that yer NQHH¶OOSUREDEO\JHWVRre  
 P looks down 
 T if we let it snap around all the time 
 P                         nods, unsmiling 
   
 T gazing at patient and nodding 
  (3)  
111 P stops nodding 
  
 
114 T KV¶SUDSVKDYHDORRNDW\HUZDONLQ¶DJDLQWR morrow 
115 P                    up to therapist                           mouths OK 
 
Thus, the topic seems to lapse and the patient looks downwards, and stops 
smiling and nodding (103-111).  At this point the therapist indicates the 
prospect of walking again despite the current restriction: praps have a look 
at yer walkin again tomorrow %RWKWKLVSURSRVDODQGWKHWKHUDSLVW¶V
lengthy justification for currently not walking may attend to the strong desire 
to walk that most stroke patients express (Pound et al., 1998; Doolittle, 
1992).  The therapist appears to anticipate that talk about the restriction on 
walking may result in interactional troubles such as patient resistance or 
distress.  Soon after this (see Volume 2) there is a co-operative ending of the 
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topic with both participants gazing downwards, and the patient agreeing with 
the therapist that he has had enough for the day (133-142).   
 
In this sequence, talk about reasons was fairly complex and lengthy, but this 
is not always the case.  Just before it, there is a more straightforward 
example of a therapist providing reasons for a proposed activity: 
 
1-7, simplified 
1 T ULJKWG¶\RXZDQWWR hold onto you:r left arm again 
 T                                                                SRLQWVWRSDWLHQW¶VOHIWKDnd 
 
 T ,¶PJRLQJWRPRYHWKHWDEOHRXWRIWKHZD\EHIRUH\RXVLW down 
 P moves to take hold of his left wrist with his right hand,  
and raises his hands clear of the table 
 
7 P yeah (OK)  
 
While this instruction does not strictly concern a physical treatment activity, it 
nevertheless illustrates a form of explanatory talk where instruction and 
explanation are connected within a single turn as is occasionally seen 
elsewhere in the data (e.g. S1Ph1PaBT2/11.08, Chapter 4).  These are fairly 
frequent in just one or two of the recorded sessions.  One further location for 
relatively straightforward explanations by therapists occurs in the data.  
Although there is not space to reproduce transcripts, there are five or six 
sequences where therapists introduce and explain standardised clinical tests 
RIWKHSDWLHQW¶VSHUIRUPDQFH42.  In contrast to most activities, therapists 
explain the functions of the test in detail when they apply it.  Their talk 
                                            
42. Specifically, the Motor Assessment Scale at Site 3, and the Ten Metre Walk Test at Sites 
3 and 4. 
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VXJJHVWVWKDWWKHUDSLVWVWUHDWWKHVHWHVWVDVµVSHFLDO¶SURFHGXUHV for which 
some form of explanation is required; more routine treatment activities seem 
not to be treated in this way.  As Drew and Heritage (1992) point out, 
SURIHVVLRQDOV¶SUDFWLFHVDQGWKXVSDWWHUQVRILQWHUDFWLRQWHQGWREHVKDSHG
by their view of the business at hand as routine, despite the non-routine 
nature of the activity for the patient or client.   
 
Several elements of Extract S2Ph5PaMT1/2.13 as a whole are worth 
highlighting.  We will group these into observations about a) location, b) 
structure and content, and c) functions and effects of the therapist's and 
SDWLHQW¶VDFWLYLWLHV 
 
Two occasions of talk about reasons were noted.  There was an example of 
DVWUDLJKWIRUZDUGDQGµVLPSOH¶UHDVRQORFDWHGDVSDUWRIDQLQVWUXFWLRQG¶\RX
want to holGRQWR\RXUOHIWDUPDJDLQ,¶PJRLQJWRPRYHWKHWDEOHRXW
of the way (1-4), and a more complex sequence of talk about reasons that 
UHODWHGWRWKHSDWLHQW¶VNQHHSUREOHPVDQGIRUPHGDMXVWLILFDWLRQRISURSRVHG
treatment activities.  This sequence reflects a broader pattern evident in the 
data wherein indicating physical shortcomings and formulating a rationale for 
proposed actions are recurrently linked, both sequentially and topically.  A 
further characteristic feature observed in this extract was that the topic arises 
towards the end of a session.  Both starts and ends of sessions are recurrent 
locations for talk about reasons and goals.  Topicalisation of reasons is also 
sequentially related to what might be called therapeutic troubles: in this  
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sequence these concern the knee, and to possible interactional troubles: in 
this sequence these potential troubles arise from the proposed restriction of 
walking.  As we will see in the extracts that follow, reasons and purposes are 
often topicalised at times of apparent or potential therapeutic and/or 
interactional troubles.   
 
Moving from the location to aspects of the content and structure of the 
explanatory talk (who says what and in what order): this therapist introduces 
the topic by reformulating and elaborating on a problem first raised by the 
patient.  More commonly in the data, it is therapists who first introduce or 
HOLFLWWKHSUREOHPEXWZKLFKHYHUSDWWHUQWKHUDSLVWV¶H[SODQDWRU\WDONLV
commonly problem-linked.  Alternatives, such as basing explanations on 
PRUHSRVLWLYHO\IUDPHGµQHHGV¶RUSDWLHQWV¶ZLVKHVDUHOHVVFRPPRQ 
 
A fairly distinctive aspect of the structure and content of talk in this extract is 
WKLVSDWLHQW¶VKLJKGHJUHHRILQWHUDFWLRQDOLQYROYHPHQW7KLVLVVHHQLQKLV
problem-initiation, his display of therapy-related knowledge, and his dialogue 
with the therapist concerning both problem and solution.  More often, 
SDWLHQWV¶FRQWULEXWLRQWRWKHVHLQWHUDFWLRQVLVOLPLWHGWREULHI
DFNQRZOHGJHPHQWVDQGDJUHHPHQWV7KLVSDWLHQW¶VLQYROYHPHQWmay reflect 
his relatively long experience in physiotherapy, and also his intact cognitive 
and perceptual abilities43.  Although the degree of his participation in talk 
about reasons underlying activities is unusual, its location is not: in that it is 
only produced once the therapist has initiated the topic. 
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Several interactional functions and consequences of conduct in this extract 
are worth highlighting.  First, talk about reasons for particular activities also 
functions to imply aspects of rationale, purposes and aims of therapy as a 
whole)RULQVWDQFHWKHSDWLHQWWDONVDERXWZDONLQJµSURSHUO\¶DQGWKH
WKHUDSLVWDERXWQRWOHWWLQJKLPµGRLWZURQJ¶,GHDVDQGDVVXPSWLRQVWKDWWKH
DLPRIWKHUDS\LVWKHUHVWRUDWLRQRIµQRUPDO¶FRUUHFWPRYHPHQWFRPPRQO\
arise in this way.  Also, talk about overall rationale arises from talk about 
reasons for particular activities, rather than being raised as a separate topic.  
 
Finally, in this extract and all the others in this chapter, communication about 
reasons underlying treatment activities inherently assumes the possibility of 
progress, i.e. resolution of particular or general physical shortcomings.  
Further, it assumes that it is through physiotherapeutic activities that 
progress can be achieved.  In some instances, including the next extract, the 
assurance of progress is relatively explicit, in this extract it is subtler.  For 
instance, the patient implies an expectation of therapy-related progress in his 
talk of: y know get some muscles back (again) (86); and earlier the 
therapist says WKDW¶VRXUELJJHVWSUREOHPwalking at the moment (51); 
µDWWKHPRPHQW¶LPSO\LQJWKHWHPSRUDU\QDWXUHRIWKHSUREOHP+HUSURSRVDOV
for treatment actions, e.g. ,WKLQNLW¶VZRUWKVSHQGLQJWKHWLPHDV- as we 
have been doing (59) carU\DQLPSOLFDWLRQWKDWVXFKDFWLYLW\LVµZRUWKLW¶
because progress is possible.  Thus, alongside and inherent to this 
                                                                                                                           
43. Cognitive and perceptual abilities are frequently impaired in stroke. 
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assumption of progress is a justification of continued participation and efforts 
in therapy.  In this way, explaining and justifying therapeutic actions to 
patients is interactionally linked to motivating them.  We will see this link time 
and again in the forthcoming extracts. 
 
The next extract illustrates another common location for talk about rationale: 
this being just subsequent to positLYHHYDOXDWLRQVRIDSDWLHQW¶V
achievements.   
 
S4Ph9PaST1/10.48 
This extract comes from the end of a treatment session.  The patient suffered 
a relatively mild left-sided stroke three weeks before.  Using a walking frame, 
she has just walked the length of the gym with the assistance of 
Physiotherapist 9 and a junior physiotherapist.  She sat down in her 
ZKHHOFKDLUDQGWKHMXQLRUSURGXFHGDSRVLWLYHHYDOXDWLRQRIWKLVµJRRGVLW¶
Shortly afterwards the extract begins with Physiotherapist 9 producing 
positLYHHYDOXDWLRQVRIWKHSDWLHQW¶VZDONLQJSHUIRUPDQFHDQGSRVVLEO\RIKHU
overall performance in the session:  
 
1-17, simplified 
1 T \RX¶YHGRQH very well 
  (0.5) 
 P JRRG,¶PJODGWRKHDUWKDW 
  (.) 
5 T much better 
  (1) 
 P FDQ¶WWDONYHU\ZHOO  
10 T 
T 
(patient name) (.) we need to (.) make sure that you  
can walk RQ\HURZQGRQ¶WZH 
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  (.) 
14 P ooh we do: 
 T yeah so that {you can n:} 
 P 
                     {we do:   } 
17 P DQ,¶OOWWU\DQG help 
 
After a series of positive evaluations (prior to this extract, and lines 1 and 5), 
the therapist changes topic: we need to (.) make sure that you can walk on 
\HURZQGRQ¶WZH,QWKHFRQWH[WRIWKHSDWLHQW¶VUHFHQWDVVLVWHGZDON
WKLVXWWHUDQFHFRQWUDVWVWKHSDWLHQW¶VFXUUHQWDELOLWLHVZLWKZDONLQJµRQ\HU
RZQ¶7KLVVHHPVWRFRXQWHUEDODQFHWKHSULRUSRVLWLYHHYDOXDWLRQVRI
achievements.  It implies the persistence of some shortfall in physical 
abilities, and thus the need for continued collaborative therapeutic activity ± 
what we need to do.  Parenthetically, the therapist avoids actually specifying 
this shortfall in ability.  This is consistent with findings in the previous chapter 
that therapists avoid bringing problems of performance to the verbal surface 
of interactions with patients.  Also of note is that an aim of walking without 
assistance is assumed by the therapist rather than negotiated or elicited from 
the patient.  Noticeably, the patient strongly agrees, at least verbally: ooh we 
do: (14).  This perhaps bearVRXW3D\WRQDQG1HOVRQ¶VVXJJHVWLRQ
WKDWLQVRPHHOHPHQWVDWOHDVWWKHJRDOVRIWKHUDS\DUH³REYLRXVDQG
FRPPRQO\XQGHUVWRRG´E\SDWLHQWVDQGWKHUDSLVWVS 
 
The patient asserts her commitment to efforts and co-operation with the 
therapists towards improvement: DQ,¶OOWWU\DQG help (17), 
GLVSOD\LQJµJRRGSDWLHQWKRRG¶LQKHUH[SOLFLWFRPPLWPHQWWRHIIRUWVLQWKHUDS\
WKXVYHUEDOLVLQJWKHNHHQSDUWLFLSDWLRQZHVDZPDQLIHVWLQSDWLHQWV¶SK\VLFDO
displays in Chapter 4.  At the same time we can note that her talk implies 
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possible lack of competence to help, and establishes a difference between 
KHUDELOLWLHVDQGWKHWKHUDSLVW¶VDWWKHVDPHWLPHDVVKRZLQJFR-operation. 
 
17-46, simplified 
17 P DQ,¶OOWWU\DQG help 
 P                 voice sounds tearful towards end of this utterance  
   
 T = \HDK!\RX¶UHGRLQHYHU\WKLQJ right (.)  
 T so far {t- (.)  } to get there 
 J 
           { mm}  
  
 
22 P raises hand towards own mouth                       
   
  (.) 
25 P hand is now resting on her chin,  
looks down and right, away from the therapist 
(Framegrab 6e, overleaf) 
   
 T EULQJVDKDQGWRSDWLHQW¶VVKRXOGHU 
 T alright 
  (0.5) 
 T jus gonna take you back  ((soothing tone)) 
 ?P t 
  (1) 
 T \RX¶UHGRLn everyt hin { right  } 
 J 
J 
                                     {you D`UH\RX¶UHGRLQHYHUVRZHOO 
(patient {name) mo}re than you realise 
 T              {ny-          } 
   
 P u uh 
44 T 
T 
 DQZH¶OOVRUW\RXRXWZLWKWKHULJKWframe or whatever  
DQ\RX¶OOEHILQH 
45 P good ((sad tone)) 
46 T DOULJKWZHOOGRQH\RX¶YHGRQHEULOOLDQWO\ 
 
Whilst asserting that she will try, the patient also displays various signs of 
distress in her voice tone, downcast gaze, and in bringing her hand to cover 
her chin and mouth (Framegrab 6e).  In providing reassurances, both 
therapists respond to these actions as displaying upset.  At the end of the 
sequence, Physiotherapist 9 produces talk about the therapeutic plan of 
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action, and a glossed but explicit assurance of progress: DQZH¶OOVRUW\RX
out with the right frame or ZKDWHYHUDQ\RX¶OOEHILQH (44).   
 
 
 
Apparent in this extract is one of the interactional difficulties which can result 
from formulating reasons and rationale based on shortcomings of 
performance: soon after the therapist alludes to what has not yet been 
achieved, the patient shows distress in her body movement and voice tone 
(22, 25, and Framegrab 6e). 
 
As in the previous extract, a link between motivation and rationale is 
apparent.  The positive evaluations at the start imply achievement, but almost 
as if these positive evaluations might undermine continued efforts in therapy, 
Framegrab 6e 
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WKHWKHUDSLVWWRSLFDOLVHVZKDWVWLOOµQHHGV¶WREHDFKLHYHG7KXVVKHVHHPVWR
orient to a need to make the case and build motivation for continued 
therapeutic participation and effort. 
 
The next extract provides further evidence of a link between motivation and 
rationale.  In it, the therapist topicalises the purpose of what is being done in 
the face of conduct by the patient that implies a lack of motivation. 
 
S1Ph2PaCT2/2.59 
(Volume 2, pages 73-75) 
The patient has been in therapy for over three months.  The therapist 
described him to the researcher as particularly difficult, and said she believed 
he could walk if he really tried.  A number of therapeutic and interactional 
difficulties are apparent throughout the recordings of his treatments.  In 
particular, he recurrently does not respond, or responds with opposition or 
UHVLVWDQFHWRWKHWKHUDSLVW¶VXWWHUDQFHV44.  For example, just before this 
sequence starts the therapist has asked the patient how his leg feels.  He 
looks away and does not answer.  Then during lines 1-22 the therapist four 
times instructs the patient with regard to keeping his knee straight, but it 
appears from the video that it is the therapist rather than the patient who 
straightens this knee.  During the knee straightening exercise, the therapist  
                                            
44. Seen in extract S1Ph2PaCT4/11.54, Chapter 5. 
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remarks RRDDGRQ¶WNQRZDERXW\RXSDWLHQWQDPHEXW,¶PJHWWLQYHU\ 
hot here (10).  This implies expenditure of effort on her part, and is hearable 
DVH[SUHVVLQJXQFHUWDLQW\DVWRWKHSDWLHQW¶VGHJUHHRIHIIRUW7DONDERXWWKH
purpose of the activity arises soon afterwards, i.e. it is sequentially proximate 
to therapeutic and interactional troubles.  The therapeutic troubles concern 
the failure to straighten the knee, and the interactional troubles include the 
lack of displays of effort on the part of the patient, and his failure throughout 
WKHH[WUDFWWRUHWXUQWKHWKHUDSLVW¶VJD]H$VWKHIollowing lines start, knee 
straightening efforts have ceased, and the therapist has instructed the patient 
WRVLWGRZQ7KHWKHUDSLVWUHPDLQVNQHHOLQJRQWKHIORRUDWWKHSDWLHQW¶VOHIW
side.  As the patient sits still, silent, and gazing forwards (Framegrab 6f), the 
therapist topicalises the purpose of doing the activity (41). 
Framegrab 6f 
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25-66, simplified 
25  (4) 
 P sits down smoothly and slowly 
   
 T glances at patient then at door of treatment room 
 T good (.) that was better 
 P looks straight ahead 
   
  (2) 
   
 T glances at patient  
 T O K 
 P O K 
  
(3) 
   
 T looks at patient and moves head so that her face  
is more aligned towards him 
41 T can you see the purpose of this (.) doing this 
42 P yes 
 P leans back slightly 
continues gazing ahead 
   
 T drums fingers on treatment bed for first few seconds,  
looks at patient through most of the silence 
  (23) 
 P looks ahead 
   
49 T right 
   
 T turns and tilts head more to the patient  
and leans towards him slightly 
  (0.5) 
54 T so going again 
  (1) 
 P no movement  
   
 T WDSVSDWLHQW¶VOHIWKLSFRQWLQXHVWRORRNDWKLP 
59 T 
T 
(n) try and get it so you can do it (0.5) with minimal ass istance  
(with) keeping this foot down 
  (2) 
63 T 2.WKDW¶VWKHDLPRIWRGD\ 
  (2) 
66 P starts to lean forwards at end of this pause 
 
When the therapist asks the patient if he can see the purpose of this, he 
responds minimally: yes (42).  A relevant response would have been for him 
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to indicate his understanding of the purpose but he does not do so, even 
during the persisting silence afterwards, which leaves the topic open and 
relevant, and his lack of an answer accountable.  Throughout the 23 second 
silence, the patient does not look at the therapist despite her maintained 
gaze to his face (Framegrab 6f, above).  Movement of his gaze to the 
therapist would be expectable in these circumstances (Goodwin, 1979) and 
IDLOXUHWRGRVRPD\FDUU\WKHLPSOLFDWLRQWKDWWKHSDWLHQWLVµDFWLYHO\¶
disattending her (Heath, 1986).  Finally the therapist breaks the silence with 
right (49), then so going again (54).  This makes a physical response 
(standing up) by the patient relevant.  However, he shows no sign of doing 
so, and the therapist expands on the instruction and formulates it as the aim 
for today (59, 63), i.e. she re-topicalises rationale of the activity, though not 
the purpose per se.  Following this, the patient begins to attempt to stand. 
 
7KXVWKLVWKHUDSLVWWRSLFDOLVHVµSXUSRVH¶LQWKHIDFHRIVHYHUDOLQWHUDFWLRQDO
and therapeutic troubles.  Because of its sequential location, she implies 
through her talk that his apparent lack of responses and efforts may relate to 
a failure to understand the purpose of the activity.  That is, understanding 
purpose seems oriented to by the therapist as something that encourages a 
SDWLHQW¶VPRWLYDWLRQDQGUHVSRQVH 
 
In the extracts so far, it is the therapist who introduces the topic of rationale, 
purpose or aims of activities.  There are only two or three instances in the 
data collection where a patient apparently introduces such issues.  The 
following extract is one of these and is unusual in this respect.  However it 
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shares features in common with other extracts in that the topic arises in 
circumstances of therapeutic and interactional troubles. 
 
S3Ph5PaNT2/2.25 
(Volume 2, pages 76-87) 
7KLVH[WUDFWFRPHVWRZDUGVWKHHQGRIDWUHDWPHQW7KHSDWLHQW¶VVWURNH
occurred five days beforehand and this is only her second treatment in the 
gym.  The stroke has affected her right side.  She also has some dysphasia 
and dysarthria which means she has difficulties finding words and articulating 
them.  Physiotherapist 5 and an assistant are helping the patient maintain a 
standing position whilst she practises various movements that challenge her 
balance.  In particular, the patient is being encouraged to reach towards the 
DVVLVWDQW¶VRXWVWUHWFKHGKDQGZLWKKHUOHIWLHKHUXQDIIHFWHGKDQG$VVKH
reaches up and down, the assistant and therapist guide the patient in 
transferring her weight from side to side (Framegrab 6g, overleaf). 
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A series of troubles are evident at the beginning of the extract.  At one point 
the therapist indicates a problem; in doing so, she addresses her talk to the 
assistant, however, the patient appears to treat this as a trouble and 
produces an apology. 
27-33,simplified 
27 T OK  h think we just lost  the h{ips     } 
 A                                                  {yeah} 
 T that time {(assistant name) so} 
33 P 
               ^,¶PVRU ry           }  
 
Framegrab 6g 
 353 
After further repetitions of the activity, the patient indicates other troubles: 
55-71, simplified  
55 T =well done (patient name) 
56 P PRXWKVµZHOO¶JODQFHVWRWKHUDSLVWWKHQORRNVWRDVVLVWDQW 
   
 P ,,KDYHQ¶WJR^WWKH` 
 A                       {    so} 
60 P shaking head and looking towards assistant 
   
 A hips fir{st} 
 P              {I:}:     
 P turns head the opposite way to look to therapist  
   
 T                ORRNVWRSDWLHQW¶VIDFH 
 P haYHQ¶WJRWWKHKDQJRIWKLV 
   
 T DWSDWLHQW¶VIDFH 
71 T yeah I think you perhaps have 
  
 
Thus, after several non-verbal actions which imply disagreement with the 
WKHUDSLVW¶VSRVLWLYHDVVHVVPHQWPRXWKLQJµZHOO¶VKDNLQJKHUKHDGDQG
furrowing her brow (56, 60 and Framegrab 6g, above), the patient verbalises 
a negative evaluation of her ability ± WKDWVKHKDVQ¶WJRWWKHKDQJRILW7KH
WKHUDSLVWGLVDJUHHVDFRPPRQUHVSRQVHWRDSDWLHQW¶VQHJDWLYHHYDOXDWLRQ± 
see previous chapter).  The activity recommences, but a short time later the 
patient indicates further problems.  First she seems to ask for the activity to 
be paused: just a minute $al right heh$ (123 ± Volume 2).  After a pause, 
WKHH[HUFLVHLVUHFRPPHQFHGWKHWKHUDSLVWLQVWUXFWVKHUWRWDSWKHDVVLVWDQW¶V
fingers, and the patient indicates further problems (line 201 onwards): 
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193-242, simplified 
193 T five taps for {me} 
 P                       {oh } you want me to go{(t:)} 
 T                                                             {I   } certainly do= 
 T =five ta{ps (ic)} 
197 P             {ooh I }    
 T go on = like that one. two. 
 A =yer hips over  
  (0.5) 
 T and then come back (.) cross  
  (.) 
203 P but um hhhhhhhhhh tch hhhhhhhhh 
  (1) 
205 P LWLVWKHELWDIIHFWWKHWKDWVLGHLWGLGQ¶WDIIHct that side at all 
 P looking at therapist, ((face expression looks puzzled)) 
indicates her left hip with her left hand,  
                                      head gestures towards left side 
  (.) 
 T the stroke KDVQ¶W 
 P n. 
 T is that what you PHDQWKHVWURNHKDVQ¶WDIIHFWHG that side 
 P no 
  (.) 
 P um 
 T do you want to sit down and tell me or  
  (.) 
 P QR,¶OOEHDOULJKWLQDPLQXWH 
218 T 
T 
DUH\RXWKLQNLQJWKDWZH¶UHZRUNLQJWKDWDUPJHWWLQJ 
you to do things (.) 
219 T ^DQGWKDWLVQ¶W`WKH ZHDNHUDUPLVWKDWZKDW\RX¶UHVD\LQJ 
 P { h (             )} 
221 P  ,¶PWU\LQJWRILJXUHRXW hh what (the right) to do 
 T yeah (.) OK 
 P ,¶PDOULJK 
224 T =is that what you mean {(.) th}at you think that the  
 P                                       {uh   } 
 T VWURNHKDVQ¶WDIIHFWHG 
226 T that arPDQGZH¶UHDVNLQJ\RXWR do things with that arm 
 P no 
 T =no OK  
229 P but um 
  (1) 
231 P DDK,¶PJHWWLQJVREDPERR]OHGZLWKZKLFKOHJ¶VZKLFK 
 T O K  
 T ^WHOOPHZKDW\RX¶UH` 
 A {finding it diffi cult  } 
 T bamboozled {with} 
 P 
                     { no} 
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 P ,¶PDOObamboozled hh 
 P with ZKDW,¶PVXSSRVHGWR do 
 T 2.ZHOOZH¶UHSUDFWLVLQJVWDQGLQJ^2.` 
 P                                                              {yes }  
242 T DQGZH¶UHMXVWWU\LQJWRSUDFWLVHJHtting you to take  
  weight through both legs« 
((explanation continues over several turns)) 
 
At the start of this sequence, the therapist instructs the patient to tap the 
DVVLVWDQW¶VILQJHUV$OWKRXJKWKHSDWLHQWDWWHPSWVWKLVKHUYHUEDOUHVSRQVH
ooh I (197) implies some concern or doubt and her facial expression echoes 
this.  Her concerns are elaborated in subsequent turns: but um 
hhhhhhhhhh tch KKKKKKKKKLWLVWKHELWDIIHFWWKHWKDWVLGHLWGLGQ¶W
affect that side at all (203-205).  The therapist indicates she has not fully 
understood and seeks clarification (208-210) to which the patient responds 
no.  The therapist nevertheless goes on to offer a candidate version: are you 
WKLQNLQJWKDWZH¶UHZRUNLQJWKDWDUPJHWWLQJ\RXWR do things (.) and 
WKDWLVQ¶WWKH ZHDNHUDUPLVWKDWZKDW\RX¶UHVD\LQJ(218-219).  In 
response, the patient produces a somewhat different problem: ,¶PWU\LQJWR
figure out hh what (the right) to do (221).  Noticeably, this version of the 
problem centres on the patient, DQGKHUHIIRUWVWRµILJXUHRXW¶ZKDWWRGR
whereas her earlier utterance appeared to be more of a question about why 
the current activity was being performed, and is treated as such by the 
therapist.  Although the patient has produced a different problem, the 
therapist reproduces her candidate understanding of the earlier version: is 
WKDWZKDW\RXPHDQWKDW\RXWKLQNWKDWWKHVWURNHKDVQ¶WDIIHFWHGWKDW
DUPDQGZH¶UHDVNLQJ\RXWR do things with that arm (224-226).  This 
WLPHWKHSDWLHQWUHSOLHVµQR¶, then produces a further version of the problem, 
 356 
starting: EXWXPDDK,¶PJHWWLQJVREDPERR]OHGZLWKZKLFKOHJ¶V
which$ (229-231).  Again this is personalised ± it concerns her difficulties 
rather than the therapy itself.  Nevertheless, the therapist provides an 
H[SODQDWLRQWKDWUHVSRQGVWRWKHVRUWVRIFRQFHUQLPSOLHGLQWKHSDWLHQW¶V
HDUOLHUXWWHUDQFHVDQGWKHWKHUDSLVW¶VFDQGLGDWHYHUVLRQV7KHWKHUDSLVW¶V
explanation is extended over several turns and attends specifically to 
explaining why the treatment is focusing on the unaffected side:  
ZKDWZH¶UHWU\LQJWRGRE\JHWWLQJ\RXWRUHDFKRYHUDQGPRYH\HU
weight onto that: leg h O K = is trying to retrain some balance so 
that you can move yer weight from RQHOHJWRWKHRWKHU«(257-264, 
see Volume 2). 
 
Summarising this extract, talk about why an activity is being performed again 
arises in the face of problems of performance LQFOXGLQJWKHWKHUDSLVW¶V
SUREOHPHYDOXDWLRQFRQFHUQLQJµORVLQJWKHKLSV¶DQGWKHSDWLHQW¶VH[SUHVVLRQ
of concerns about her grasp of the activity.  Interactional problems of 
understanding are also apparent.  The sequence is unusual in that the 
patient rather than the therapist initiates the topic of rationale.  She does this 
tentatively and rather ambiguously and subsequently denies having done so.  
([DPLQDWLRQRIWKHVHTXHQFHLVFRPSOLFDWHGE\WKHSDWLHQW¶VVSHHFK
impairment, which makes it hard to decipher precisely the words used.  This 
is not a major handicap to analysis however, because analytic claims are 
based in what participants visibly and hearably orient to.  In the extract, the 
therapist hearably orients to what the patient says as questioning why an 
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activity is being done.  We see this in the candidate understandings she 
produces, and in her subsequent explanatory talk.   
 
In previous chapters we observed that patients tend to avoid performing 
DFWLRQVZKLFKKDYHWKHSRWHQWLDOWRLPSO\WKDWWKHWKHUDSLVW¶VDXWKRULW\DQG
expertise is being questioned.  It seems likely that the infrequency and 
tentativeness with which patients ask therapists for explanations reflects this 
VDPHRULHQWDWLRQ:HGLVFXVVH[SODQDWLRQVIRUWKLVDVSHFWRISDWLHQWV¶
conduct further below (Section 6.9). 
  
6.4.1 Reasons proposed as underlying therapy and therapeutic 
activities 
Above, we have seen that various rationales underlying therapy are brought 
into being through talk in the course of therapist patient interactions.  These 
include basic functional reasons ± allowing something to happen such as 
moving a table (S2Ph5PaMT1/2.13); more technical therapy-based reasons 
± getting weight through the affected leg (S3Ph5PaNT2/2.25); and 
impairment-based reasons ± revolving around various shortcomings in 
FXUUHQWSK\VLFDODELOLWLHVFRPSDUHGWRSUHYLRXVRUµQHHGHG¶DELOLWLHV
(S4Ph9PaST1/10.47).  At another level, the talk portrays more independent, 
µSURSHU¶µQRUPDO¶SK\VLFDODFWLYLW\DVDQDSSURSULDWHDQGVKDUHGDLPRI
therapy (S2Ph5PaMT1/2.13, S4Ph9PaST1/10.47).  All these reasons are 
based upon, and indeed interactionally construct, a logic that progress is 
possible and is contingent upon participation in the proposed therapeutic 
DFWLYLWLHV7UHDWPHQWJRDOVDUHDQRWKHUHOHPHQWRIUDWLRQDOHWKDWLVµWDONHG
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LQWREHLQJ¶DQGZLOOEHH[DPLQHGDIWHUDVXPPDU\DQGH[SORUDWLRQRIWKH
findings of this chapter thus far. 
 
6.4.2 Summary: location, structure, content and interactional functions 
of communication about reasons and purposes  
The foregoing analytic chapters showed that throughout physiotherapy, 
patients and therapists communicate about how treatment activities are to be 
performed, and what counts as successful or problematic achievement.  Data 
extracts illustrated that developing mutual understanding about these matters 
is a requirement for successful accomplishment of physiotherapy activities.  
Also that when problems of understanding arise, both therapists and patients 
RULHQWWRWKHLUUHFRJQLWLRQDQGUHSDLU,QFRQWUDVWFRPPXQLFDWLRQDERXWµZK\¶
activities are performed arises less frequently in the data, and if there is lack 
of understanding, this rarely comes to the interactional surface. 
 
Talk about reasons and rationale is often located towards session starts or 
ends, with therapists giving reasons for what they are proposing for the 
forthcoming or subsequent session.  Occasionally reasons are verbalised 
within instruction turns and when standardised clinical assessments are 
introduced.  The topic also arises in association with evaluations of 
performance.  When evaluation concerns a problem, that problem itself is 
formulated as the reason for a forthcoming activity.  After evaluations of 
success, areas of less success are sometimes topicalised as reasons for 
continued therapeutic efforts.  Reasons are also talked about in 
circumstances of difficulties.  These entail interactional troubles ± such as 
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distress or lack of understanding, and troubles of performance ± such as 
failure to achieve instructed treatment activities, and/or to show efforts to do 
so.  
 
$VWXG\RIGRFWRU¶VH[SODQDWRU\WDON3HUlN\OlVKHGVVRPHOLJKWRQ
why physiotherapists sometimes verbalise reasons, but at other times do not.  
7KLVUHVHDUFKDQDO\VHGSULPDU\FDUHGRFWRUV¶GLDJQRVWLFVWDWHPHQWVDQG
particularly the presence or absence of any reference to evidence underlying 
their diagnoses.  Most frequently, doctors gave their diagnosis without 
UHIHUULQJWRKRZLWZDVUHDFKHG3HUlN\OlFDOOVWKHVHVWDWHPHQWVµSODLQ
DVVHUWLRQV¶+RZHYHUDWRWKHUWLPHVGRFWRUVLQFRUSRUDWHGVRPHUHIHUHQFHWR
the evidence underlying their diagnosis.  Likewise, therapists frequently do 
not refer to reasons underlying their instructions or proposals, but sometimes 
WKH\GR3HUlN\Ol¶VH[DPLQDWLRQRIWKHFLUFXPVWDQFHVZKHUHLQGRFWRUVGR
and do not refer to evidence is informative.  He found that plain assertions 
most often occurred where there was "an observable and inferable link 
between the examination, which the patient participates in or witnesses, and 
the doctor's diagnostic statement" so that the "activity context provides for 
the observability and the intelligibility of the evidence" (p307).  Similarly, in 
physiotherapy, the intelligibility of current actions is often provided for by the 
context, for instance a prior physical examination or report of a problem (c.f. 
S2Ph2PaHT3/11.44).   
 
Peräkylä found that one circumstance in which doctors explained their 
diagnosis was when the diagnostic turn was detached in some way from the 
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diagnostic examination.  Again, there are parallels with the physiotherapy 
data.  When therapists outline the proposed content of a session, this may 
come before any attention to specific body parts or movements, or may 
concern different foci to those most recently attended to.  That is, when a 
WKHUDSLVWSURSRVHVDSODQIRUWKHGD\¶VVHVVLRQUHDVRQVIRULWPD\QRWEH
directly inferable or intelligible purely from the local context and the therapist 
may therefore explicitly address these through talk.   
 
7KHRWKHUFLUFXPVWDQFHLQZKLFKGRFWRUVLQ3HUlN\Ol¶VGDWDUHIHUUHGH[SOLFLWO\
to evidence was when some sort of uncertainty and/or disagreement about 
the diagnosis aroVH+HDUJXHGWKDWRQWKHVHRFFDVLRQVWKHGRFWRU¶V
authority as an expert is potentially undermined, and that this leads to 
interactional work in which doctors account for and assert this authority.  
Similarly, in the physiotherapy data, we see therapists explaining proposed 
WUHDWPHQWDFWLYLWLHVLQVLWXDWLRQVZKHUHWKHUHLVSRWHQWLDOIRUDSDWLHQW¶V
disagreement or distress.  This was apparent in S2Ph5PaMT1/2.13 wherein 
the therapist proposed restricting walking, also in S3Ph5PaNT2/2.25 where 
the patient seemed to question an exercise that involved her non-affected 
side.  So, where there is potential disagreement or questioning of an activity, 
WKHUDSLVWVOLNH3HUlN\Ol¶VGRFWRUVPD\RULHQWWRSURYLGLQJDQDFFRXQWIRUZK\
they are proposing or performing the particular treatment.  (See further 
discussion in Section 6.7).  
 
Extracts illustrated that it is nearly always therapists who instigate the topic 
and who have most of the longer turns on it.  In their responses, patients 
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generally agree and acknowledge.  Occasionally, patients produce longer 
turns which display their own understandings of the reasons and purposes of 
therapy.  Very infrequently, patients initiate the topic of rationale.  However, 
unlike therapists, they do so tentatively and ambiguously.  
 
In terms of interactional functions and effects of the patterns of conduct we 
have described, one basic distinction arises between episodes where 
reasons are verbalised, and episodes where they are not.  When reasons are 
verbalised, both interactional participants and analyst can make inferences 
about the degree of mutual understanding.  Verbalisation can also provide 
opportunities for patients to display their own competence and knowledge.  It 
FDQDOORZWRSLFDOLVDWLRQXVXDOO\UDWKHUVXEWO\RIWKHµGHHSHU¶UDWLRQDOH
underlying physiotherapy.  When reasons are not verbalised, they may be 
intelligible because of the sequential location of the actions; however, in 
WKHVHFLUFXPVWDQFHVWKHUHLVOHVVRSSRUWXQLW\WRHYDOXDWHDSDWLHQW¶V
understanding. 
 
We have QRWHGWKDWLQGLFDWLQJSDWLHQWV¶SK\VLFDOSUREOHPVFDQVHUYHDVD
resource for justifying therapeutic activities, and grounds for encouraging 
participation and efforts in therapy.  However, raising problems in the course 
of explanatory talk has disadvantages in that it may provoke displays of 
negative affect such as distress.   
 
Telling patients why activities are requested and performed can also function 
as a persuasive strategy: justifying and encouraging expression of 
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compliance.  We saw evidence for this in that reasons and rationale are often 
WRSLFDOLVHGZKHQSUREOHPVRISDWLHQWV¶SHUIRUPDQFHRUHIIRUWVDUHDSSDUHQW
These are occasions when persuasion and motivation may be needed.  
(YLGHQFHIRUWKHHIIHFWLYHQHVVRIWKLVVWUDWHJ\ZDVVHHQLQSDWLHQWV¶
H[SUHVVLRQVRIDJUHHPHQWZLWKWKHUDSLVWV¶VWDWHPHQWVDQGSURSRVHGDFWLRQV
An expectation of progress, contingent on participation and efforts in the 
proposed treatment activities runs through talk about reasons for treatment 
activities.  This forms part of the persuasive, motivational element of 
interaction on this topic. 
 
The data suggest that where patients raise the topic, one potential effect is to 
LPSO\TXHVWLRQLQJRIWKHWKHUDSLVW¶VDXWKRULW\DQGH[SHUWLVH:HVHHHYLGHQFH
for this in the way patieQWVWUHDWµDVNLQJZK\¶DVLQWHUDFWLRQDOO\GHOLFDWH,Q
previous chapters, we observed that patients avoided, or treated as delicate, 
DFWLRQVZKLFKPLJKWLPSO\TXHVWLRQLQJRIWKHWKHUDSLVW¶VDXWKRULW\IRULQVWDQFH
TXHVWLRQLQJWKHUDSLVWV¶LQVWUXFWLRQV$rguably, asking why activities are 
EHLQJGRQHPD\EHHYHQPRUHµGHOLFDWH¶EHFDXVHLWLPSOLHVTXHVWLRQLQJQRW
only their actions but also the reasoning behind them.  This would seem likely 
to be an important factor in explaining why patients rarely do it.  Even where 
issues of professional authority are not involved, people rarely ask one 
another to explain the reasons underlying their actions, doing so seems 
dispreferred (Garfinkel, 1967).  This is likely to further explain why patients do 
QRWµDVNZK\¶+owever, this is to pre-empt issues which we will discuss at 
greater length once we have examined goal-setting.  
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6.5 Data analysis: interaction about goals  
We now examine three interactions concerning treatment goals.  Two of 
these entail goal-setting.  As stated earlier, such episodes are infrequent, but 
are of analytic interest because published policy and recommendations 
strongly encourage goal-setting.  Different degrees of patient contribution to 
the process are illustrated in the extracts.  In the seFRQGH[WUDFWWKHSDWLHQW¶V
contribution to producing the topic on which the goal is set, and in negotiating 
the precise goal is greater than in the first.  This greater involvement seems 
to present various interactional problems.  
 
S1Ph1PaBT2/11.04 
(Volume 2, pages 88-91) 
This patient had been receiving rehabilitation therapy since her stroke seven 
weeks before.  At the time of recording, she needed help of one person to 
µWUDQVIHU¶LHWRJHWWRDQGIURPDFKDLUWRWKHEHGWRLOHWHWF6KHZDVQRW
walking outside therapy, though she was able to take a few steps with the 
assistance of one physiotherapist.  The therapist in this extract was recorded 
performing goal-setting more often than any other therapist45. 
 
This episode comes close to the start of the treatment.  The therapist has 
assisted the patient onto the bed, and wheeled the empty wheelchair away.  
                                            
45. However, inferences we can make from this are limited, partly because this therapist was 
recorded treating three different patients whereas some therapists at Site 3 who topicalised 
goals during recordings were only recorded with one patient each.   
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The lines reproduced below start as the therapist re-enters the treatment 
cubicle.  
 
6-38, simplified 
6 T h right  <so then just thinkin about um 
  (2.0) 
13 T things that we need to work RQ\RX¶YHJRW\RXU 
hh hh transfers now do{ne with} yer family 
14 P                                       {yeah  } 
18 T VRWKDW¶V good but ulWLPDWHO\,¶PVXUH\RX¶GOLNHWREHDEOHWR 
WUDQVIHURQ\HURZQZRXOGQ¶Wyou 
20 P yeah 
24 T so: KKKZHFRXOGVWLOOGR,¶GVW- !\RX¶UHYHU\near  
to standing independently { DUHQ¶W you   } but probably you 
25 P                                           {yeah  mmhm  } 
 T ZRXOGQ¶WWUXVW\RXUVHOIWRGRLWquite {on yer own } 
30 P                                                          {not just just} yet  >no 
34 T >so maybe we could have that  as a go{al  } 
 P                                                                  {mm} 
38 P = mm 
 
7KHWKHUDSLVW¶VLQWURGXFWLon of things that we need to work on forms the 
start of a goal-VHWWLQJVHTXHQFH2SSRUWXQLWLHVIRUH[SUHVVLRQRIWKHSDWLHQW¶V
views are limited.  On the other hand, she produces fairly strong agreement 
ZLWKWKHWKHUDSLVW¶VVWDWHPHQWVQRGGLQJWKURXJKRXWPXFKRIWKHWKHUDSLVW¶V
talk and saying yeah not only at turn transition points (e.g. 20), but also in 
RYHUODSZLWKWKHWKHUDSLVW¶VWDON6KHSURGXFHVFRPPHQWVWKDWVKRZ
alignment with and some elaboration upon what the therapist says (30, and 
49 EHORZ$OVRFRQWULEXWLQJWRWKHFROODERUDWLYHµVW\OH¶RIWKHWDONLVWKH
WKHUDSLVW¶VXVHRIWKHZRUGµZH¶$FWXDOHOLFLWDWLRQRIWKHSDWLHQW¶V
views within the extract is minimal.  However, it is not accurate to say that 
WKLVWKHUDSLVW¶VDFWLRQVGRQRWLQFRUSRUDWHWKHSDWLHQW¶VYLHZVDWDOOIRXU
minutes earlier, the following exchange was recorded.   
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S1Ph1PaBT2/11.00 
 
Participants are off camera 
the therapist is helping the patient to stand up from  
a seated position on the toilet 
T nice n tall  
 (1.5) 
P me son was quite impressed that I could man(age) 
T was e? 
P ye{ah     } 
T      { mm:} good 
 (0.5) 
T 
T 
QRZWKHQG¶\RXZDQWWRUHDFKRQWR\RXUZLWK\RXUJRRG arm  
and help me with (.) >the other side of your underwear: (.) yeah 
 
The SDWLHQW¶VUHSRUWRIKHUVRQEHLQJLPSUHVVHGDSSHDUVWRUHIHUWRKHUDELOLW\
to transfer with help.  Thus the topic was not taken up by the therapist at that 
time, but she returns to it within the subsequent goal-setting sequence.   
 
In this goal-setting sequence, the therapist proposes a rationale for the goal 
which has been encountered several times in previous extracts: she 
assumes that independence in physical tasks is an appropriate and shared 
aim: ulWLPDWHO\,¶PVXUH\RX¶GOLNHWREHDEOHWRWUDQVIHUon yer own 
ZRXOGQ¶W\RX(18).  Other elements in this sequence which are common to 
other extracts we have examined in this chapter include: topicalisation of 
areas that remain unachieved following a positive evaluation (18), and an 
assumption that progress LVSRVVLEOH7KLVLVVHHQLQWKHWKHUDSLVW¶VWDON 
\RX¶UHYHU\near to standing independently DUHQ¶W you (24) 
and that of the patient (30):  
29 T 
T 
 EXWSUREDEO\\RXZRXOGQ¶W 
trust yourself to do it quite {on yer own } 
30 P                                           {not just just} yet  >no 
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The therapist goes on to propose a time within which the goal is to be 
achieved and respecifies the goal somewhat: 
34-72, simplified  
34 T >so maybe we could have that  as a go{al  } 
 P                                                                  {mm} 
38 P = mm 
 T = t do it (.) say in a week 
 P yes 
 P lots of nods 
 
46 T =to be able to stand in physio without me doing a thing 
 P nods throughout 
 
49 P WKDW¶OOEH good 
 T yeah in > fact I think you could almost do it now !WKDW¶VWKH 
thing maybe you ought to not do it in physio maybe you  
 T ought to be able to do it on the ward as well 
 T { hh    } 
 P {mmhm} 
 T so from yer wheel chair {to      } be able to sta:nd on yer {own } 
 P                                           {yeah}                                        {yeah} 
 P repeated nods 
   
 T WKXPEVXSVLJQWKHQWRXFKHVSDWLHQW¶VOHIWKDQG 
 T >brilliant OK ZHOOZH¶OOKDYHWKDWRQgoing   
hh well this is feeling quite O K 
((referring tRWKHSDWLHQW¶VDIIHFWHGKDQG 
72 P yeah  
 
In this part of the sequence, the therapist attends to setting the goal at an 
appropriate level of challenge.  She initially suggests being able to stand from 
the treatment bed without me doing a thing (46).  She then revises this to 
being able to stand from a wheelchair on the ward without physical 
assistance.  
 
In summary, very different levels of contribution by patient and therapist are 
evident.  It is the therapist who initiates a goal-setting sequence, proposes 
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the physical activity for which to set a goal, proposes the time limit for it, and 
brings the topic to an end.  Although the activity for which the goal is set was 
earlier made relevant by the patient, her expressions within the sequence are 
limited to agreements.  That is, though goal-setting is interactionally 
presented by the therapist as collaborative, substantively it is not. 
 
The next extract, which involves the same therapist with a different patient, 
illustrates a different distribution of interactional actions. 
 
S1Ph1PaGT1/11.11 
(Volume 2, pages 92-108) 
This session involves a patient who had a relatively mild stroke five days 
before.  He received rehabilitation on the same ward several months ago 
following a previous stroke.  This is the paWLHQW¶VILUVWWUHDWPHQWLQWKHJ\P
after his readmission.  Like the previous extract, this sequence comes from 
the start of a session.  The patient and therapist have walked into the 
treatment cubicle, the patient sits down on the treatment bed.  The therapist 
sits down on a wheeled stool, positioning it to directly face the patient 
(Framegrab 6h).  The sequence begins with a lengthy therapist turn 
announcing what she wants to do in the session and why (2-15). 
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2-78, simplified  
2 T 
T 
O K: = well whad I want to do today is just have  
a: good look at (.) (h) how  
 T yer trunk is and how yer arm is really and how yer able  
 T to ge(t) up n off the bed n things like that really 
 T 
T 
just to get a good SLFWXUHRIZKDW\RX¶UHable to do so that  
we can ZRUNRXWZKHUHWKHUH¶VSUREOHPV 
15 T and what we can do about them is that O K 
  (1.5) 
23 T what would you say your biggest problems are 
  (2) 
31 T ZKLOVW\RX¶UHKHUHLQ hospi tal 
  (2) 
 P my left and right arm 
 T =your left and right arm 
Framegrab 6h 
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  (2) 
 P when I fell I (h)it both the elbows here 
 T =ri{ght         } 
 P      ^WKH\¶UH`YHU\SDLQIXO 
 T so the pain in your left and right arm >is your biggest <problem  
  (0.5) 
 P  yeah 
 T OK: hh do you =is there anything 
 T that you can¶W do at the mome:nt (.) 
 T 
T 
XPWKDW\RX¶G like to be able to do by the time  
that you go out of hospital 
75 P put me socks on 
78 T put yer socks on OK so what limits you puttin yer socks on 
 
After announcing her intentions for the session, the therapist asks the patient 
for his view of his problems (23).  In the sequence that follows, two problems 
are talked about: pain in his arms and difficulties putting his socks on.  The 
latter problem is taken up as an extended topic, elaborated through questions 
and responses and physical demonstration.  It is eventually formulated as a 
goal by the therapist (see below).  
 
Of particular interest are those interactional actions by which the therapist 
shapes and selects the problems the patient topicalises.  The format of her 
first question: what would you say your biggest problems are, allows a 
wide range of possible responses.  A two second pause follows, with the 
patient producing no verbal response, and moving his gaze downwards, 
DZD\IURPWKHWKHUDSLVW¶VIDce (28 - Volume 2).  The therapist then specifies 
the question somewhat and after a further two second pause the patient 
produces a response: my left and right arm 7KHWKHUDSLVW¶V
response indicates some surprise: = your left and right arm.  The higher 
pitched and, and the emphasis on left indicating his response is being 
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questioned46.  In response, the patient produces an account for and 
elaboration of his statement.  Following this, the therapist acknowledges but 
does not pursue the stated pain problem.  Instead, she changes topic, 
FORVLQJGRZQWKHFXUUHQWRQHZLWKDQµ2.¶c.f. Beach, 1995) then soliciting 
further problems: do you =is there anything that you FDQ¶W do at the 
mome:nt (64, 67), and after a short pause: XPWKDW\RX¶G like to be able 
to do by the time that you go out of hospital (71).  The patient responds 
put me socks on and the therapist takes up this problem with a sequence of 
questions that investigate the problem.  For brevity, we will not examine this 
sequence (78-167 - Volume 2).  We return to the session a minute or so 
later.  The patient has been asked to demonstrate the difficulties of putting on 
his socks by reaching down towards his feet.  He is doing so as the following 
lines begin: 
 
167±187, simplified 
167 T >and back up again hh so. (.) 
 P                        starts to come up 
 
 T we could probably: (e) set a goal then 
 T for you like a gi- like a joint goal that  
 T ZH¶OO- ,¶OOORRNDWDWDFKLHYLQJZLWKWKHRFFX pational therapists  
180 T 
 
hh that you can reach and put yer socks on h  
maybe we should say  
184 T within (.) two weeks that you can do that  
G¶\RXWKLQNWKDW¶VIDLUHQ ough 
187 P =I (.) I put them on now by >laying on the bed 
 
                                            
46. 7KHWKHUDSLVW¶VVXUSULVHGRUTXHVWLRQLQJUHVSRQVHVHHPVDVVRFLDWHGZLWKDQH[SHFWDWLRQ
WKDWDVWURNHSDWLHQW¶VDUPSUREOHPVZLOO involve one side (the affected side) of the body. 
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7KHWKHUDSLVW¶VLQVWUXFWLRQWRWKHSDWLHQWWRULVHis closely followed by a 
proposed goal:  >and back up again hh so. (.) we could probably: (e) 
set a goal then µ6R¶RIWHQIRUHFDVWVSURGXFWLRQRIVRPHIRUPRI
summarising talk (Heritage and Watson, 1979) and also a forward movement 
on a topiF-RQHVDQG%HDFK+HQFHµso.¶KHUHWLHVWKHJRDOWRWKH
topics and actions that have just occurred.  The goal is thus portrayed as 
related to and as a progression of the examination of his physical limitations.  
Her proposal is somewhat tentative and she seems to express equivocation 
about just who it is who is involved in achieving the goal:  
we could probably: (e) set a goal then for you like a gi- like a joint 
JRDOWKDWZH¶OO- ,¶OOORRNDWDWDFKLHYLQJZLWKWKHRFFX pational 
therapists.   
7KHLQLWLDOµZH¶VHHPVWRSRUWUD\FROODERUDWLRQEHWZHHQSDWLHQWDQGWKHUDSLVW
+RZHYHUDVVKHWDONVDERXWDFKLHYLQJWKHJRDOVKHUHSDLUVIURPµZH¶WRµ,¶
DQGDOVRPHQWLRQVµWKHRFFXSDWLRQDOWKHUDSLVWV¶7KHWKHUDSLVW¶VWHQWDWLYHDQG
disrupted talk may reflect local interactional circumstances, particularly the 
lack of spoken or nodding acknowledgements from the patient: he gazes at 
the therapist, but sits still (some disagreement is indeed on its way, see line 
2QWKHRWKHUKDQGWKHWKHUDSLVW¶s equivocation may reflect broader 
ambiguities about who goals are for: whose role it is to carry them out and 
achieve them.  The eventual statement of the goal itself is more 
straightforward and less disrupted: that you can reach and put yer 
socks on (180). 
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Having stated the target, the therapist proposes a time limit for its 
achievement, then pursues a response from the patient: maybe we should 
say within (.) two weeks that you can do WKDWG¶\RXWKLQNWKDW¶VIDLU
en ough (180,184).  However, the agreement she projects is not 
forthcoming, instead the patient produces a statement that indicates that he 
can in fact put his socks on: =I (.) I put them on now by >laying on the 
bed.  This contrasts with the strong agreements with which the patient in the 
SUHYLRXVH[WUDFWPHWWKHWKHUDSLVW¶VIRUPXODWLRQVRIWKHSUREOHPDQGWKHJRDO 
 
This statement by the patient potentially derails and undermines the basis on 
which the therapist has set the goal.  However, in the following sequence she 
manages to (re)build its justification by pursuing and eventually attaining 
agreement from the patient that his current method of performing the action 
differs from what he would normally do at home.  This resembles a practice 
identified by Sacks (1987), whereby compromise is reached through a series 
of turns ostensibly addressed to 'better understanding', and allows her to 
restate the goal with a slight modification.  
 
187-263, simplified 
187 P =I (.) I put them on now by >laying on the bed 
 T ULJKWVR\RX¶YH found one method >of doing it  
 T but would you nor:mally 
 T ZKHQ\RX¶UHDW home do it in sitting  
  (0.5) 
 P normally 
208 T  ULJKWVRZH¶OO try an look at ways of doing it in sitting (.) within  
211 T a a fortnight yeah >so you can do 
 P                                  drops chin down once 
   
215 T it <com pletely on yer own hh 
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Lines omitted in which therapist describes physical techniques by 
which patient might achieve the goal 
 
235 P =(I) usually lie down n  
 P n m: (                ) 
 T n do it > at the mo{ ment }   
 P 
                               { (      ) } 
 T < O K. so KZH¶OOORRNDW one then for putting yer socks on  
251 T is there anything with yer arms WKDW\RX¶YHJRWSUREOHPVZLWK 
255 T 
T 
you know actually using yer arms is  
there any DFWLYLW\WKDW\RX¶YHIRXQG\RX FDQ¶W do 
259 P = writing 
263 T h writing (.) alright now (are) you right or left handed 
 
So, the patient reiterates his current ability in regard to putting on his socks 
(235).  The therapist handles tKLVE\QRWLQJWKDWWKLVLVµDWWKHPRPHQW¶WKHQ
restates the goal: so KZH¶OOORRNDW one then for putting yer socks on.  
6KHWKHQFKDQJHVWRSLFWKURXJKDIXUWKHUTXHVWLRQDERXWWKHSDWLHQW¶V
problems (251,255).  The way she formulates this question strongly 
FRQVWUDLQVUHOHYDQWSUREOHPV5HIHUULQJWRµDFWXDOO\XVLQJ\HUDUPV¶PDNHV
problems relating to use of his arms relevant but his earlier stated pain 
problem irrelevant.  This strategy proves successful in that the patient 
produces a new problem that the therapist takes up and for which a goal is 
VXEVHTXHQWO\IRUPXODWHG+RZHYHUOLNHWKHµVRFNV¶JRDODFKLHYLQJPXWXDO
XQGHUVWDQGLQJDERXWWKHSUHFLVHQDWXUHDQGVFRSHRIWKHSDWLHQW¶VVWDWHG
problem proves difficult, and his agreement with the proposed goal is neither 
immediate nor fulsome. 
 
292±352, simplified 
292 T h right so you FDQ¶Wwrite so we could look at how you  
 T ma- KRZ\RX¶UHDEOHWR write as well 
 P >I used to be able to <write nicely 
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 T OK: can you: at the moment write yer signature or not 
  (.) 
306 P just. 
 T right so we could im prove >maybe on yer signature 
  (1.5) 
 P >I have to se- <sign me (.) h me: (.) pension book 
 T yep 
  (0.5) 
 P n me cheques 
 T 
T 
O K >well <shall we try an ach ieve that in a week to  
have a more (.) legible: signature 
  (.) 
 T G¶^\RX think} 
332 P 
   ^RKLW¶V` legible 
 T right but you you would prefer it to be better than it is 
 P yes 
 T O K so (.) hhh so for you to be happy with yer signature  
maybe in a week yeah 
  (.) 
 P yeah 
 T O K right then would you mind (.) 
 T 
T 
(patient name) >is it alright if I call you (patient nickname)  
not <(more formal name) 
352 P I should like you to 
 
Remembering that at line 259, the patient answered = writing in response 
to tKHWKHUDSLVW¶VVROLFLWRIany DFWLYLW\WKDW\RX¶YHIRXQG\RX FDQ¶W do, 
LWQRZWUDQVSLUHVWKDWWKHSDWLHQW¶VYLHZRIKLVSUREOHPLVWKDWKHcan write his 
VLJQDWXUHWKRXJKµMXVW¶7KHWKHUDSLVW¶VVXEVHTXHQWSURSRVHGJRDO
assumes a problem of legibility, to which the patient produces a counter-
statement: RKLW¶V legible 7KHWKHUDSLVWPDQDJHVWRµUHVFXH¶WKLV
JRDODVVKHGLGWKHµVRFNV¶JRDOEXWZLWKDGLIIHUHQWVWUDWHJ\6KHXQLODWHUDOO\
reformulates it so that the goal is for the patient WRµEHKDSS\ZLWK¶KLV
VLJQDWXUH$IWHUDIDLUO\VKRUWSDXVHWKHSDWLHQW¶VYHUEDODJUHHPHQWLV
forthcoming: yeah, though rather muted in tone and with his gaze downwards 
and no accompanying nods (341 ± Volume 2).   
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Summarising this extract, the interactional activity of goal-setting was again 
introduced by the therapist.  However, in this extract, goals were based upon 
problems directly elicited from the patient during the sequence.  The therapist 
solicited these in a way that (increasingly) constrained the sort of problem the 
patient introduced.  This functioned to elicit problems that the therapist 
treated as relevant for formulating into goals.  Once a problem had been 
topicalised and a goal proposed, difficulties arose.  The patient twice 
provided a further statement about the nature of the problem which 
potentially invalidated the goal.  In the first case, the therapist managed this 
by establishing with the patient that some form of shortcoming in his abilities 
did exist, and then reformulated the goal by adding detail to it.  In the second 
FDVHWKHWKHUDSLVWFKDQJHGWKHJRDOWRILWZLWKWKHSDWLHQW¶VSRUWUD\DORIWKH
problem. 
 
The extract illustrates various challenges and problems that can arise when a 
therapist seeks and attempts to incorporate a SDWLHQW¶VYLHZVDQG
preferences into goal-VHWWLQJ6HHNLQJSDWLHQWV¶YLHZVLVGLIILFXOWIRUDWOHDVW
two reasons: first, a patient may be reluctant to state problems, second, a 
patient is likely to perceive many problems in many different areas.  Ensuring 
that physiotherapy-relevant problems are elicited is thus facilitated by the 
WKHUDSLVWFRQVWUDLQLQJSDWLHQWV¶UHVSRQVHV:HVDZWKLVLQWKHIRUHJRLQJ
extract when the therapist asked questions that projected and constrained 
particular responses.  In several other goal-setting episodes, including the 
earlier extract (S1Ph2PaBT2/11.04), these difficulties are avoided because 
the therapist identifies and introduces the problem herself.   
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7KHWZRVHFRQGSDXVHVWKDWIROORZWKHWKHUDSLVW¶VHDUO\TXHVWLRQVGXULng this 
extract, and his gestures (20, 24) provide some evidence of reluctance on the 
SDUWRIWKHSDWLHQWWRUHVSRQGWRWKHWKHUDSLVW¶VHOLFLWDWLRQRISUREOHPV:H
cannot assert whether this is a recurrent difficulty during goal-setting because 
there are too few goal-VHWWLQJVHTXHQFHVLQZKLFKSDWLHQWV¶YLHZVRQWKHLU
problems are sought.  However, this does seem possible in the light of earlier 
findings that patients can be reluctant to comment upon their own abilities 
(Chapter 5, Section 5.7).  We now temporarily turn from this extract to 
another which provides further evidence of difficulties in attaining any 
VWDWHPHQWRIDSUREOHPIURPDSDWLHQWDQGLQVROLFLWLQJµUHOHYDQW¶DQG
appropriate problems. 
 
This extract does not concern goal-setting per se, however, as in the 
sequence we have been examining, the therapist tries to elicit a problem on 
which to work in therapy.  
 
S1Ph2PaFT2/1.38 
1 T (patient name) what shall we work on today 
2  (.)  
3 P \RX¶UHLQFKDUJH  
4  (.) 
5 T so rry  
6 P \RX¶UHLQFKD^Uge} 
7 T 
                      { ,¶`PLQFKDU^JHLV`WKHUH 
8 P                                            {yeah} 
9 T any thing specificly 
10  (2) 
11 P (m:) this finger  
(Framegrab 6i, overleaf) 
12  (0.5) 
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13 T that fin ger 
14 P = mm: 
15  (1.5) 
16 T right 
17  (1.5) 
18 T in what res pect 
19  (1.5) 
20 P LW¶V not doin nowt 
21 T right  (.) 2.LW¶V diffi cult to get yer finger to straighten  
22 T LVQ¶WLWpatient name): because of: (.) the con tracture in it (.) 
23 T VR,GRQ¶WWKLQNZHµOOJXQQDEHDEOHWRcha:nge (.) change that  
24  (1) 
25 T cause the muVFOH¶VDOUHDG\ sho:rtened 
26  (2) 
27 T yeah  
28  (.) 
29 P (                                      ) knackered is it  
30 T so rry 
31  (.) 
32 P VFXVHPHIRUVD\LQJLWLW¶V knackered is it 
33  (1) 
34 T h well yu- (.3) I think what you QHHGWRWU\DQGGRLVXVHWKH« 
((talk on the topic continues for several minutes)) 
 
Framegrab 6i 
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7KLVSDWLHQWLVHYLGHQWO\UHOXFWDQWWRUHVSRQGWRWKHWKHUDSLVW¶VVROLFLWDWLRQDQG
H[SOLFLWO\VWDWHVKLVRULHQWDWLRQWRWKHWKHUDSLVW¶VDXWKRULW\DV an account for 
his reluctance: \RX¶UHLQFKDUJH.  However, the therapist pursues a 
response, and is successful in that the patient topicalises this finger 
(Framegrab 6i).  However, this poses further difficulties.  The finger is 
stiffened because of a DuS\WUHQ¶VFRQWUDFWXUH7KLVSUHGDWHVWKHVWURNHDQG
is not remediable through physiotherapy.  The therapist says: ,GRQ¶WWKLQN
ZHµOOJXQQDEHDEOHWRcha:nge (.) change that (23).  In doing so she 
attends and responds to the problem the patient has topicalised, however 
WKLVHQWDLOVJLYLQJWKHµEDGQHZV¶WKDWWKLVSUREOHPLVQRWVROYDEOH$VHYHU
giving bad news risks provoking displays of distress from the patient, and 
indeed in his subsequent turns his voice tone and facial expression convey 
disappoinWPHQW7KHWKHUDSLVW¶VQH[WWXUQVDOVRVXJJHVWVRPHIRUPRI
reparative work for the lack of hope she conveyed: she produces relatively 
lengthy talk on activities that might stop the finger getting worse.  Noticeably 
she describes these in terms of what thHSDWLHQWUDWKHUWKDQµZH¶FRXOGGR
e.g. line 34.   
 
In summary, the therapist elicits a problem from the patient that she evidently 
treats as unsuitable for tackling within the therapy session.  Once the 
problem has surfaced, considerable interactional time and effort is expended 
by the therapist in accounting for why it is not treatment-relevant, and in 
avoiding outright dismissal of a treatment preference expressed by the 
patient.  
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:HQRZUHWXUQWRWKHµVRFNVDQGZULWLQJ¶JRDO-setting extract 
(S1Ph1PaGT1/11.11).  We have explored problems encountered in soliciting 
problems on which goals are to be based.  We now turn to problems that 
arise regarding incorporating these into goals.  Differences in perspective 
appear to contribute to difficulties in establishing understanding and 
agreement about the problem on which the goal is set.  For instance, it 
EHFRPHVHYLGHQWWKDWWKHUDSLVWDQGSDWLHQWDUHXVLQJWKHZRUGµFDQ¶W¶LQ
different ways.  The therapist seems to refer to a complete inability to do 
something.  Whereas, as the sequence unfolds, the patient seems to be 
referring to deterioration in his abilities ± KHFDQ¶WZULWHDQGSXWRQKLVVRFNV
in the way he could before his stroke.  Further subtle but fundamental 
difficulties for reaching understanding and agreement are also apparent.  In 
SDUWLFXODUWKHWKHUDSLVW¶VDQGSDWLHQW¶VDFWLRQVVHHPWREHVKDSHGE\GLIIHULQJ
orientations, particularly with respect to acknowledging shortcomings in 
physical competence.  This is a significant problem because identifying such 
shortcomings necessarily underpins setting of a goal.  These different 
RULHQWDWLRQVDUHHYLGHQWZKHQWKHWKHUDSLVW¶VLQLWLDOSURSRVDOVIRUHDFKJRDO
are met with disagreement from the patient on the basis that the activity is in 
fact one that he can perform.  In this, he seems concerned to display 
competence rather than incompetence.  
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S1Ph1PaGT1/11.11 
171-187, simplified 
171 T we could probably: (e) set a goal then 
 
 Talk and body movement lines 172-179 omitted 
 
180 T 
 
hh that you can reach and put yer socks on h  
maybe we should say within (.) two weeks 
 T that you can do WKDWG¶\RXWKLQNWKDW¶VIDLUHQ ough 
187 P =I (.) I put them on now by >laying on the bed 
  
326-332, simplified 
 
326 T O K >well <shall we try an ach ieve that in a week  
to have a more (.) legible: signature 
 T G¶^\RX think} 
332 P 
   ^RKLW¶V` legible 
 
 
For both goals set in the extract, the therapist first elicits problems from the 
patient - things that he cannot do.  Secondly, she formulates the problem as 
the basis for a goal ± something to be achieved in the future.  Initially the 
SDWLHQW¶VDFWLYLW\LVµV\QFKURQRXV¶ZLWKWKHWKHUDSLVW¶VKHSURYLGHVDSUREOHP
But when the therapist proposes and seeks agreement with a goal to remedy 
the problem, this is not forthcoming.  Instead the patient asserts that he is 
able to perform the activity which the goal implies he is unable to do.  In 
these responses he seems to orient to avoiding exposing and asserting 
physical incompetence.  Hence it seems that soOLFLWLQJSDWLHQWV¶YLHZVRQ
their problems within the process of goal-setting may not co-exist well with 
orientations to avoiding exposure of incompetence.  
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One further difficulty for the therapist that is evident in this extract is worth 
noting. Professional recommendations (ACPIN, 1995) urge that goals 
concern targets that are measurable.  One of the goals set in the extract and 
upon which agreement is achieved is: for you to be happy with yer 
signature maybe in a week  (340).  This goal is compatible with the 
SDWLHQW¶VDSSDUHQWYLHZVRQWKHQDWXUHRIKLVSUREOHP+RZHYHUµEHLQJ
KDSS\ZLWK¶VRPHWKLQJLVQRWHDVLO\PHDVXUDEOH7KXVVHWWLQJJRDOVZKLFK
FORVHO\UHODWHWRSDWLHQWV¶FRQFHUQVPD\EHLQFRPSDWLEOHZLWKVHWWLQJJRDOV
that are measurable.  This provides support for :DGH¶VFFRQWHQWLRQ
that goals should not necessarily be confined to ones which are measurable 
because many relevant goals concern elements that are not feasible or 
practical to measure. 
 
One final extract shows how once set, goals can be referred back to, so as to 
form the rationale for proposed activities. 
 
S1Ph1PaGT1/11.22 
This extract is comes from the same session in which the socks and writing 
goals were set.  The patient is sitting on the treatment bed, his feet on the 
floor.  The therapist sits at his right side, and holds his arm, flexing and 
extending it.  The patient appears to lean towards the therapist slightly, she 
verbally encourages him to sit straighter, and touches his side.  She closely 
follows her instruction to straighten with an explanation for why this is being 
asked: 
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1 T «LI\RXJURZ taller and you could start learning to  
2 T be a- feel a bit taller K\RX¶OOILQGLWea::sier to reach forwards  
3  (.) 
4 T DOULJKWWKDQZKHQ\RX¶UHTXLWHVOXPSHG 
5  (.) 
6 T so we can h there will be a purpose for h learning to be  
a bit taller I think 
7  (0.5) 
8 T alright to achieve that ojet- objective of reaching for yer socks  
 
Thus, an activity is depicted as having a purpose because it contributes to 
achieving a previously talked about goal (see also S1Ph1PaBT2/11.08, line 
13, Chapter 4 and Volume 2). 
 
6.6 Summary: interaction about reasons, purposes and goals 
Therapists and patients communicate about the reasons, rationale and 
purpose underlying therapy and its activities at some point in virtually all the 
recorded treatment sessions.  There is some variation between therapists as 
to how often they introduce talk about the topic.  However, on the whole it 
GRHVQRWDULVHµURXWLQHO\¶LQWKHZD\WKDWWDONDERXWwhat is to be done and 
how it has been performed does.  Sometimes it arises at beginnings or ends 
of treatment sessions, alongside proposals of forthcoming activities.  Very 
occasionally it arises alongside instructions for activities.  Other than this, it 
arises RQO\LQµVSHFLDO¶FLUFXPVWDQFHVHQWDLOLQJWKHUDSHXWLFWURXEOHV- of 
SDWLHQWV¶UHVSRQVLYHQHVVDQGDFKLHYHPHQWVRULQWHUDFWLRQDOWURXEOHVVXFKDV
IDLOXUHRIXQGHUVWDQGLQJDQGH[SUHVVLRQRIµQHJDWLYH¶DIIHFW,QWKHVH
circumstances especially, the topic seems associated with an orientation to 
PRWLYDWLQJDQGHQFRXUDJLQJSDWLHQWV¶HIIRUWVDQGSDUWLFLSDWLRQ 
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7KHVRUWVRIUHDVRQVWKDWDUHWDONHGDERXWLQFOXGHVKRUWIDOOVLQSDWLHQWV¶
abilities, and technical or functional therapy-based reasons e.g. achieving 
weight-bearing or muscle activity.  Talk about rationale often carries 
assumptions that the overall aims of therapy concern achieving more 
µQRUPDO¶µSURSHU¶DQGLQGHSHQGHQWPRYHPHQWV$OOWDONRQUHDVRQVDQG
rationale assumes that progress, i.e. improvemenWLQSDWLHQWV¶SK\VLFDO
abilities, is possible.  Also that this is contingent upon appropriate therapeutic 
efforts.  Nearly always, therapists introduce and do most of the talking on the 
topic.  Sometimes patients contribute, and thereby display their own 
understandings.  On the very rare occasions when patients request 
information about reasons, they do so tentatively and ambiguously.  
 
Goal-setting is rare in this data collection, despite professional 
recommendations that goals should be set and regularly reviewed with every 
individual.  This finding is consistent with those of interview studies (Payton 
et al., 1998, Partridge, 1994) and observational research (Talvitie, 1996) on 
neurological physiotherapy.  In the current study, occurrence of interactions 
about goals and goal-setting varied considerably between the four sites and 
eleven therapists.  Although the sample is too small to draw general 
conclusions, this suggests the existence of wider variations in practice47.  
 
Goals are formulated as targets fRULPSURYHPHQWVLQSDWLHQW¶VSK\VLFDO
capabilities.  Sometimes, the therapist introduces (or imposes) the particular 
                                            
47. This would be consistent with previous findings that clinicians (this time nurses) vary in their use of goal-setting with stroke 
patients (Lawler et al., 1999).
 
 384 
capability to be targeted, other times, this is elicited from the patient by 
seeking their views and preferences.  In these data it is invariably the 
therapist who formulates the goal and the time within which it is to be 
achieved.  Once set, goals are sometimes re-invoked so as to provide a 
UDWLRQDOHIRUSURSRVHGDFWLYLWLHV([WUDFWVLOOXVWUDWHGWKDWZKHQDSDWLHQW¶V
preferences and views of their problems are sought, and attempts made to 
incorporate these into goals, various interactional challenges can arise.  
Patients may express reluctance to provide topics for goals, and it can be 
difficult to elicit topics that are manageable through therapy.  Thus, some 
topics for goals that are proposed by patients are not accepted by therapists.  
Accounting for this non-acceptance can take considerable interactional time 
DQGHIIRUW2QFHSDWLHQWV¶YLHZVKDYHEHHQHOLFLWHGWKHUHFDQEHGLIILFXOWLHV
in achieving alignment on the nature and scope of the problem, and hence in 
gaining agreement with any proposed goal. 
 
6.7 Interactional consequences and effects of talking about reasons 
and goals 
As noted, an expectation of progress is intrinsic to talk about reasons and 
goals.  Therefore talk on the topic is inherently encouraging and functions as 
DSHUVXDVLYHVWUDWHJ\7KHUDSLVWV¶RULHQWDWLRQWRWKLVLVDSSDUHQWLQWKHZD\
they invoke and topicalise reasons at times when there are problems or 
potential SUREOHPVRISDWLHQWV¶SDUWLFLSDWLRQDQGHIIRUW7KHYHUEDO
agreements and commitments to participation that patients often give during 
these interactions provide evidence of the interactional effectiveness of this 
strategy.   
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Interactions about reasons aQGJRDOVDUHDOVRRFFDVLRQVRQZKLFKWKHUDSLVWV¶
DXWKRULW\DQGSDWLHQWV¶DQGWKHUDSLVWV¶RULHQWDWLRQVWRLWDUHDVVHUWHGDQG
affirmed (c.f. Peräkylä, 1998).  In talking about why activities are being 
performed or requested, therapists explain and account for their authority to 
instigate and direct activities.  In doing so, they treat patients as capable of 
reasoning, of making rational choices.  Patients usually acknowledge and 
agree with therapists, express commitment to proposed actions and goals, 
and dRQRWTXHVWLRQWKHUDSLVWV¶H[SODQDWLRQVDQGSURSRVDOV,QWKLVWKH\
GLVSOD\DQGFRQILUPWKHLURULHQWDWLRQWRWKHUDSLVWV¶DXWKRULW\,QGHHGLI
SDWLHQWVGLGQRWDFFHSWDQGDOLJQZLWKWKHUDSLVWV¶JRDOVDQGUHDVRQLQJDQG
hence their authority and expertise, therapy itself would be undermined.  
&ROODERUDWLYHRULHQWDWLRQWRWKHUDSLVWV¶DXWKRULW\DQGH[SHUWLVHLVDQHFHVVDU\
condition for accomplishing explanations and for setting goals.  
 
We noted earlier that advocates of goal-setting claim that it enhances 
SDWLHQWV¶LQYROYHPHQWLQWUHDWPHQWGHFLVLRQVDQGDFWLYLWLHV2XUGDWDSURYLGH
evidence that interactions about goals, and also about reasons, can function 
to involve patients by providing opportunities for them to express their views 
and perspectives and for these views to influence what is said and done in 
therapy.  However, goal-setting and explanatory talk do not guarantee 
HQKDQFHGSDWLHQWLQYROYHPHQWWKHOHYHORISDWLHQWV¶LQYROYHPHQWLQWKHVH
interactions varies, and depends on how explanations are given and goals 
VHW2IWHQLQWKHVHGDWDRSSRUWXQLWLHVIRUµLQGHSHQGHQW¶H[SUHVVLRQRIWKHVH
perspectives and for contributions by patients are very limited.  Also, when 
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therapists talk about rationale and overall aims of therapy they often assume 
shared DLPVZLWKRXWDQ\DSSDUHQWHOLFLWDWLRQRUFRQILUPDWLRQRISDWLHQWV¶
views.  
 
Further interactional consequences of the way therapists and patients 
communicate about reasons and goals relate to the way these topics tend to 
require lengthy spoken turns.  Interactions about rationale and goals concern 
abstract ideas or future achievements and activities.  As Goffman (1981) 
QRWHGWDONUDWKHUWKDQµQRQOLQJXLVWLFUHVRXUFHV¶LVQHHGHGZKHUHDFFRXQWVDUH
provided and actions in the future or elsewhere are requested or discussed.  
Therefore it is unsurprising that interactions about reasons and goals are 
SULPDULO\µWDONGULYHQ¶-RUGDQDQG+HQGHUVRQ$VQRWHGHOVHZKHUHLQ
this thesis, and in other research on interactions involving embodied actions, 
talking about reasons underlying activities often disrupts or precludes 
continuation of the embodied actions themselves (Weeks, 1996), and more 
generally, talk about other topics rather than the specifics of the physical 
activity itself can draw attention away from it (Frankel, 1993).  In our data, 
topicalisation of rationale and goals did not coincide with performance of 
physical treatment activities: in general, the talk occurred during rests or 
breaks from physical activities, or prior to their commencement.  Put simply, 
there is a trade-off between doing physical treatment activities, and talking 
about the reasons and aims that underlie them. 
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6.8 Limitations of the scope of analysis within this chapter 
Limitations of the study as a whole are discussed in the following chapter.  
However, some are specific to this topic, especially to interactions about 
goals.  Limitations on the scope of analysis in this chapter were presented by 
the small number of recorded interactions on these topics, particularly goal-
setting.  Ethnographic observations and conversations during the study 
indicated that goals are discussed in other places besides treatment 
sessions.  These include case-FRQIHUHQFHVSDWLHQWV¶FRQYHUVDWLRQVZLWK
other staff members, and with therapists on the ward rather than in the gym.  
Also, it seems possible that the overall rationale and aims of physiotherapy 
ZRXOGEHGLVFXVVHGPRVWH[SOLFLWO\GXULQJWKHUDSLVWV¶HDUOLHVWFRQWDFWVZLWK
µQHZ¶SDWLHQWVDQGRXUGDWDLQFOXGHIHZRIWKHVHILUVWFRQWDFWV7KHUHLValso 
evidence from some of the recordings that goals have been discussed and 
set previously.  More comprehensive data on goals and goal-setting would 
require a different design for data collection to that used in this study.   
 
Because of these limitations, it is not possible to make definitive propositions 
about the full range, variations and extent of practices in this area of 
communication.  However, our data are sufficient to allow description of 
locations in which talk about rationale and reasons are recurrent.  They are 
also sufficient to allow examination of procedures and difficulties entailed in 
talk about reasons and goals, and interactional practices and strategies used 
to deal with these difficulties.  Furthermore, the infrequency of talk about 
reasons and goals we observed is an interesting finding in itself ± indicating 
that such talk does not pervade all sessions. 
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6.9 Explanatory analysis of the observed patterns of conduct  
In view of the analysis above, several questions arise.  These include: 
 Why are reasons, purposes and rationale topicalised relatively 
infrequently, and goals very infrequently? 
 Why are these topics mostly initiated and talked about by therapists rather 
than patients? 
 Why do most of the observed interactions about reasons and goals entail 
YHU\OLPLWHGHOLFLWDWLRQDQGLQFRUSRUDWLRQRISDWLHQWV¶YLHZVRIWKHLU
problems and needs? 
 Why do people (patients) tend to express a strong desire for explanations 
and for involvement in goal-setting during interviews and focus groups, 
but not in actual interactions with therapists?  
 
The first question concerns the infrequency of interactions about reasons and 
goals.  Several possible contributing factors have been alluded to throughout 
the text and are brought together here.  One possible factor is the trade-off 
between time spent on focused talk about goals and rationale, and time 
spent performing physical activities: the more therapists and patients talk 
about the topic, the less time there is for physical activities.  The way that 
shortcRPLQJVRISDWLHQWV¶DELOLWLHVQHHGWREHEURXJKWWRWKHLQWHUDFWLRQDO
surface in order to establish reasons or goals may also contribute to the low 
frequency.  More talk on these topics would entail greater exposure of 
SDWLHQWV¶SK\VLFDOLQFRPSHWHQFHDQDctivity often avoided during sessions.  
Another factor is that all explanatory and goal-setting talk assumes that 
SURJUHVVLVSRVVLEOH,IWKHUHLVVRPHGRXEWDERXWDSDWLHQW¶VSRWHQWLDOIRU
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progress, therapists may not introduce talk about rationale or goals.  A further 
factor is that therapists usually seem to treat underlying reasons and 
rationale as routine and assumed matters and therefore do not raise them.  
Thus we only see interactions on reasons and rationale in specific 
circumstances.  At other times, it may be that the reasons for a treatment 
action may be intelligible without talk because of the local sequential context.  
However, the degree to which a patient actually understands is difficult for 
analyst and therapist to discern if the topic is not verbalised, because lack of 
XQGHUVWDQGLQJLVRQO\UDUHO\PDQLIHVWLQSDWLHQWV¶FRQGXFW)LQDOO\SDWLHQWV
very rarely introduce this topic.  That is, they do not ask therapists to explain.  
 
This brings us to the next question, which concerns the differential 
contributions of patients and therapists to instigating and talking about 
reasons and goals.  Inequalities of knowledge are likely to contribute to this.  
Therapists have greater knowledge than patients do about the effects and 
recovery patterns of stroke, and this informs their setting of goals.  Therapists 
also have greater technical and professional knowledge of the rationale of 
therapy.  Patients may simply not possess the knowledge to set goals and 
talk about rationale.  However, as Drew (1991) shows, people may not 
display knowledge even if they possess it because of orientations concerning 
what sort of knowledge they are expected and entitled to claim.  For instance, 
several times in the data, patients initially resist producing evaluations of their 
own abilities, though they eventually do so.  That is, it becomes apparent that 
they have knowledge, but orient to not claiming or exhibiting it.  Thus, 
WKHUDSLVWV¶JUHDWHUWHFKQLFDONQRZOHGJHLVRQHIDFWRULQGLIIHUHQWLDOVEHWZHHQ
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WKHUDSLVWV¶DQG SDWLHQWV¶FRQWULEXWLRQWRH[SODQDWRU\DQGJRDOVWDONEXW
SDWLHQWV¶UHOXFWDQFHWRH[KLELWNQRZOHGJHLVDQRWKHU$UHODWHGIDFWRUZKLFK
also affects who says what in these interactions is that patients may avoid 
actions that expose wider incompetence.  While exhibiting physical 
incompetence may be unavoidable, patients may attempt to avoid exposing 
any lack of knowledge or cognitive competence (see S3Ph4PaMT1/1.50 in 
Chapter 5).  Thus patients may avoid asking a therapist why something is 
being done because this can imply failure to understand what is going on.   
 
Further insights into this question might be gained from other research which 
has examined interactions in which co-participants ask for explanation of 
UHDVRQVXQGHUO\LQJRQHDQRWKHU¶VDFWLRQV+owever, there is little literature 
on this, perhaps reflecting the infrequency with which it occurs.  
Nevertheless, seminal work by Garfinkel (1967) in his breaching experiments 
SURYLGHVHPSLULFDOHYLGHQFHDERXWSHRSOH¶VRULHQWDWLRQVWRDVNLQJFR-
participants to explain the meanings of their actions.  The following 
discussion of some of these experiments and their interpretation draws on 
descriptions and commentary by Heritage (1984, Chapter 4). 
 
+HULWDJHGHVFULEHV*DUILQNHO¶VZRUNDVSXUVXLQJWKHTXHVWLRQ ³KRZGRVRFLDO
actors come to know and know in common, what they are doing and the 
FLUFXPVWDQFHVLQZKLFKWKH\DUHGRLQJLW"´S,QYDULRXVH[SHULPHQWVWKH
ways that people routinely make sense of their circumstances, and 
particularly of one another¶VDFWLRQVZHUHLQYHVWLJDWHG7KHH[SHULPHQWVGHDO
with many questions beyond our current concerns, and their implications 
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regarding social organisation and intersubjective understandings are complex 
and far-reaching.  The present account and discussion will confine itself to 
the question: why do interactants (patients) rarely ask their co-participants 
(therapists) about the meaning of their actions? 
 
,QRQHH[SHULPHQW*DUILQNHOLQVWUXFWHGKLVVWXGHQWVWR³HQJDJHDQ
acquaintance or friend in an ordinary conversation and, without indicating 
that what the experimenter was saying was in any way out of the ordinary, to 
LQVLVWWKDWWKHSHUVRQFODULI\WKHVHQVHRIKLVFRPPRQSODFHUHPDUNV´
(Garfinkel (1963, p 221) in Heritage, 1984).  It was found that experimenWHUV¶
µ:KDWGR\RXPHDQ"¶TXHVWLRQVUHVXOWHGLQ³H[WUDRUGLQDULO\UDSLGDQG
FRPSOHWH´LQWHUDFWLRQDOEUHDNGRZQVSVHHQLQUHVSRQVHVVXFKDV
³:KDW¶VWKHPDWWHUZLWK\RX"<RXNQRZZKDW,PHDQ´DQG³<RXNQRZZKDW,
PHDQ'URSGHDG´S7KXVVXEMHFts treated what experimenters said as 
µEUHDFKHV¶DQGWKHVHZHUH³YHU\UDSLGO\DQGSRZHUIXOO\VDQFWLRQHG´S
7KLVH[SHULPHQWVKRZHGWKDWDWOHDVWGXULQJµFRPPRQSODFH¶FRQYHUVDWLRQV
people take for granted and trust that their interactional co-participants will 
supply whatever understandings are needed in order to make sense of what 
is said.  Further, it showed that breach of this trust is met with strong 
sanctions.  Garfinkel thus noted that in two-SDUW\FRQYHUVDWLRQV³PXFKWKDWLV
being talked about is not mentioned, although each expects that the 
DGHTXDWHVHQVHRIWKHPDWWHUEHLQJWDONHGDERXWLVVHWWOHG´*DUILQNHO
p221) in Heritage, 1984).  The experiment showed that people trust in one 
DQRWKHU¶VµUHFLSURFLW\RISHUVSHFWLYHV¶ 
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This experLPHQWFRQFHUQHGHYHU\GD\FRQYHUVDWLRQVUHODWLQJWRµZKDW
HYHU\RQHNQRZV¶WKHSK\VLRWKHUDS\VLWXDWLRQLVGLIIHUHQW7KDWLVSDWLHQWV
especially those in early stages of rehabilitation, would be unlikely to be able 
to furnish their own understandings of what is going on, at least within certain 
boundaries48.  Thus in the current study, on the rare occasions when a 
patient asked for clarification of meaning, we do not see the sort of hostile 
UHVSRQVHHYLGHQWLQ*DUILQNHO¶VH[SHULPHQW7KHWKHUDSLVWGRHVQRt sanction 
the patient, but instead provides lengthy explanation.  That is, the therapist 
does not display expectations that the patient should understand.  
Nevertheless, even though there is no evidence that they are sanctioned for 
µDVNLQJZK\¶SDWLHQWVYery rarely do so.  We argued above that it is unlikely 
that this is because they have full understanding. Instead we proposed that 
this interactional pattern is associated with orientations to avoiding exposing 
incompetence, and with the way that the rationale for participating in 
physiotherapy must rest on maintaining a collaborative orientation to the 
authority and expertise of the therapist.  We will explore this further by 
UHWXUQLQJWR*DUILQNHO¶VH[SHULPHQWVRQHRIZKLFKFRQFHUQHGLQWHUDFWLRQV
between µSURYLGHUVDQGUHFLSLHQWV¶RIµSURIHVVLRQDO¶VHUYLFHV 
                                            
48
 It would be logical to expect that therDSLVWV¶ODFNRIVDQFWLRQLQJDQGZLOOLQJQHVVWRH[SODLQ
operates within certain limits.  Areas of knowledge which patients would not be expected to 
KDYHPXVWUHODWHVSHFLILFDOO\WRDVSHFWVRIWKHUDS\WKXVDVNLQJµZK\TXHVWLRQV¶FRQFHUQLQJ
PRUHµPXQGDQH¶NQowledge might well result in conduct more similar to that seen in 
*DUILQNHO¶VH[SHULPHQW,WPLJKWDOVREHSUHGLFWHGWKDWDVDSDWLHQW¶VSK\VLRWKHUDS\FDUHHU
progresses, a therapist would expect their knowledge about therapy to increase, and thus 
were the patient to ask questions about basic aspects of therapy at that point, sanctioning of 
such questions by the therapist might be seen.  (See Chapter 4, Section 4.1 and footnote 1). 
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7KHUHFLSLHQWV¶FRQGXFWLQWKHH[SHULPHQWVKRZVWKDWSHRSOHGRQRWGLUHFWO\
TXHVWLRQSURIHVVLRQDOV¶DFWLRQVEXWPDNHVHQVHRIWKHVHWKURXJKRWKHU
mechanisms.  Indeed, in large areas of life and interactions, people do not 
generally establish understandings through explicit topicalisation of what 
some action or talk means.  They do so through some other form of sense-
PDNLQJPHFKDQLVP7KLVLVWKHµGRFXPHQWDU\PHWKRGRILQWHUSUHWDWLRQ¶
which was investigated within the breaching experiments.   
 
*DUILQNHOGHVFULEHGWKHµGRFXPHQWDU\PHWKRGRIXQGHUVWDQGLQJ¶DVIROORZV
³WKHPHWKRGFRQVLVWVRIWUHDWLQJDQDFWXDODSSHDUDQFHDV³WKHGRFXPHQWRI´
DV³SRLQWLQJWR´DV³VWDQGLQJRQEHKDOIRI´DSUHVXSSRVHGXQGHUO\LQJSDWWHUQ´
(Garfinkel (1967) in Heritage, 1984, p78).  The workings and implications of 
this mechanism are complex and far-reaching, but we will maintain a focus 
RQRXUSDUWLFXODUTXHVWLRQ,Q*DUILQNHO¶VµVWXGHQWFRXQVHOOLQJH[SHULPHQW¶
students ZHUHDVNHGWRGHVFULEHVRPHSHUVRQDOSUREOHPWRDµFRXQVHOORU¶
then ask them ten questions about it.  These had to be questions which could 
EHDQVZHUHGHLWKHUµ\HV¶RUµQR¶7KHVWXGHQWVDWLQDGLIIHUHQWURRPWRWKH
µFRXQVHOORUH[SHULPHQWHU¶DQGWKHURRms were connected by an intercom.  
8QEHNQRZQWRWKHVXEMHFWWKHFRXQVHOORU¶V\HVRUQRDQVZHUVZHUH
determined by a random number table.  The student subjects were asked to 
record their reflections and to summarise the exchange as a whole.  It was 
found tKDWWKHVXEMHFWµPDGHVHQVH¶RIWKHFRXQVHOORU¶VDQVZHUVLPSXWLQJ
reasons and intents to the counsellor, even where their answers seemed 
LQFRPSOHWHLQFRQJUXRXVRUXQVDWLVIDFWRU\7KXVWKHFRXQVHOORU¶VDQVZHUV
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ZHUHWUHDWHGDQGLQWHUSUHWHGDV³WKHWUXVWZorthy products of properly 
PRWLYDWHGDGYLVHUV´S 
 
2XUDUJXPHQWKHUHLVWKDWSDWLHQWVOLNHZLVHJHQHUDOO\WUHDWWKHUDSLVWV¶DFWLRQV
WKHLULQVWLJDWLRQSURSRVDODQGGLUHFWLRQRIWUHDWPHQWDFWLYLWLHVDVµWUXVWZRUWK\
products of motivated physiotherapiVWV¶3DWLHQWVUHO\RQGRFXPHQWDU\
interpretation in order to make sense of physiotherapy: building 
XQGHUVWDQGLQJVDERXWWKHXQGHUO\LQJµSDWWHUQ¶DQGQDWXUHRISK\VLRWKHUDS\
from individual occurrences, and interpreting individual occurrences on the 
basis of what they have already experienced, rather than constantly asking 
for reasons and explanation.  Further, asking for reasons and explanation 
FRXOGLPSO\TXHVWLRQLQJRIWKHWKHUDSLVW¶VWUXVWZRUWKLQHVVDQGPRWLYDWLRQV
and is therefore avoided or done tentatively. 
 
We have suggested that therapists initiate and talk about reasons and goals 
because this acts as a strategy for persuading patients to participate in 
therapy and for attaining expressions of commitment to do so.  We have also 
suggested that therDSLVWVSRVVHVVWHFKQLFDONQRZOHGJHDQGµULJKWVWRGLVSOD\
NQRZOHGJH¶WKDWDOORZWKHPWRWDONDERXWWKHWRSLFLQZD\VWKDWSDWLHQWV
cannot and do not.  In the foregoing discussion we turned from why 
therapists do initiate and talk about the topic to why patients on the whole do 
not.  We have argued that the rarity with which patients initiate the topic does 
not reflect their level of understanding, rather that it reflects their orientations 
to the authority and expertise of the therapist and to avoiding exposing their 
RZQODFNRIFRPSHWHQFH7KHEUHDFKLQJH[SHULPHQWVIXUWKHULOOXVWUDWHµJRRG
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UHDVRQV¶IRUSDWLHQWVQRWWRVHHNFODULILFDWLRQRIPHDQLQJVDQGUHDVRQVIURP
therapists.  Their conduct seems to reflect broader social orientations to 
when and whether people ask co-participants to explain the reasons 
underlying their actions and talk.  Garfinkel showed that people routinely treat 
WKHLURZQDQGHDFKRWKHU¶VDFWLRQVDVWKHFKRVHQSURGXFWVRINQRZOHGJHDEOH
agents, and coupled with this, questioning those actions has the potential to 
LPSO\WKDWWKHSHUVRQ¶VPRWLYDWLRQDQGNQRZOHGJHDUHEHLQJFKDOOHQJHG,W
VHHPVUHDVRQDEOHWRSURSRVHWKDWDVZHOODVVKDSLQJSDWLHQWV¶FRQGXFW
WKHVHRULHQWDWLRQVDOVRVKDSHWKHUDSLVWV¶FRQGXFW6SHFLILFDOO\WKHZD\
therapists do not routinely explain their therapeutic activities reflects the way 
people generally expect one another to understand the meanings of actions 
through the documentary method of interpretation rather than through direct 
verbal topicalisation.  Although DIXUWKHUOLPLWDWLRQRQWKHUDSLVWV¶H[SODQDWRU\
talk may be their judgements about what patients need to understand. 
 
The third question posed above asked why most observed interactions about 
rationale and goals entail limited elicitation and incorporatioQRISDWLHQWV¶
views.  We have already answered this at some length during analysis of the 
H[WUDFWVDQGVRZLOORQO\EULHIO\UHLWHUDWH:KHQWKHUDSLVWVHOLFLWSDWLHQWV¶
perceptions they risk exposing problems which cannot be dealt with within 
therapy.  As extracts showed, this can entail demanding and lengthy 
interactional management.  There is also evidence in the data that patients 
show reluctance to state their views.  Therapists sometimes manage this by 
asking repeated questions and pursuing a response.  Further, even when a 
SDWLHQW¶VYLHZVKDYHEHHQHOLFLWHGLWFDQEHGLIILFXOWWREXLOGVKDUHG
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understanding and hence agreement about associated treatment plans and 
goals.  Two strategies by which therapists manage these difficulties were 
described.  FirVWWKH\PD\HOLFLWSDWLHQWV¶YLHZVLQVXFKDZD\DVWR
VXEVWDQWLDOO\FRQVWUDLQWKHVRUWVRISUREOHPVWKDWDUHµDOORZDEOH¶6HFRQG
WKHUDSLVWVPD\WKHPVHOYHVµQDPH¶WKHSUREOHPDQGRUDVVXPHWKHSDWLHQW¶V
view and aims.  Both strategies circumvent some of the interactional 
GLIILFXOWLHVZKLFKµLQYROYLQJ¶SDWLHQWVFDQHQWDLOEXWDOVROLPLWWKHSDWLHQW¶V
µDFWLYH¶FRQWULEXWLRQWRWKHSURFHVVHVRIWDONLQJDERXWUHDVRQVDQGVHWWLQJ
goals. 
 
2XUILQDOµZK\¶TXHVWLRQDURVHIURPWKHVWURQJGHVLUHIRUH[SODQDWLRQVDnd 
involvement in goal-setting that are expressed in some interviews and focus 
group studies (e.g. Partridge, 1994).  These findings have been influential 
upon formulation of recommendations for practice (Mead, 2000).  Our 
question concerned why this orientation is not so apparent in actual therapist 
patient interactions such as those we observed; patients sometimes exhibit 
reluctance and reticence with respect to involvement.  An answer can be 
IRXQGLQ0XUSK\HWDO¶VFRPPHQWWKDWLQWHUYLHZVDUH 
³RFcasions when individuals feel called upon to give accounts of their 
actions, feelings, opinions etc., in such a way as to present 
themselves as competent, and indeed moral, members of particular 
communities.  For example, the interview may be experienced as an 
RFFDVLRQRQZKLFKWRGLVSOD\DGHTXDWHSDWLHQWKRRG´S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Thus, in interviews and focus groups, patients are highly likely to express a 
preference for being informed and involved in treatment decisions and goal-
setting: in doing so, they portray themselves as good patients, keen to co-
operate and make efforts.  However, in actual interactions with therapists, 
other orientations seem to come into play.  These include the dispreference 
for asking a co-participant to explain the meanings of their actions, and 
avoidance of actions which might be taken as questioning the 
trustworthiness, motivation and expertise of the therapist. 
 
6.10 Relationship between observed practices and the 
recommendations for practice  
7KHUDSLVWVDUHXUJHGWR³ensure that the patient is fully involved in any 
decision-PDNLQJSURFHVVGXULQJWUHDWPHQWSODQQLQJ´&63, 2000, Standard 
8.1) through facilitating dialogue and providing opportunities for 
communication with patients, and expression of their views (Mead, 2000).  
Published recommendations state that goals should be set for each patient, 
and ³HVWDEOLVKHGE\QHJRWLDWLRQ´&636WDQGDUG³QHJRWLDWHGDQG
DJUHHG´$&3,1SDOVRWKDWWKHJRDORUDWOHDVWWKHWLPH-scale for 
LWVDFKLHYHPHQWDUH³VXEMHFWWRRQ-going review, discussion and modification" 
&63*ORVVDU\*RDOVVKRXOGEH³DSSURSULDWHPHDVXUDEOH
achievable and functional" (ACPIN, 1995, p15). 
  
As throughout this thesis, comparing observed practices with the 
recommendations is not straightforward because the recommendations are 
abstract.  Therefore, determining precisely what would and would not 
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FRQVWLWXWHµUHFRPPHQGHGFRQGXFW¶LVGLIILFXOW)RULQVWDQFHWKHGHJUHHRI
negotiation and of patient involvement and agreement with respect to goals 
and explanatory talk varies considerably across instances in the data, and 
WKHUHFRPPHQGDWLRQVGRQRWVSHFLI\DµFRUUHFW¶OHYHO$IXUWKHUGLIILFXOW\
concerns the limited data available in this study: any talk about reasons and 
goals that did not take place during the recorded sessions is unavailable for 
analysis and comparison with recommendations.   
 
Despite these difficulties, some reflections on the recommendations in the 
light of the data are possible.  First, the recommendations imply that goals 
should be set for each individual patient, and should be regularly reviewed 
and discussed.  The low frequency with which the topic arises is noticeable in 
the data, even though recordings spanned patients at various stages of 
rehabilitation from admission to discharge, and usually included four sessions 
ZLWKHDFKSDWLHQW6HFRQGSDWLHQWV¶LQYROYHPHQWLQWDONDERXWUDWLRQDOHDQG
goal-VHWWLQJYDULHGLQWKHGDWD,QVRPHVHTXHQFHVSDWLHQWV¶RQO\
FRQWULEXWLRQVZHUHPLQLPDODFNQRZOHGJHPHQWVRIWKHUDSLVWV¶SURSRVDOs and 
DQQRXQFHPHQWVLQRWKHUVSDWLHQWV¶YLHZVLQFOXGLQJWKHLUSHUFHLYHG
problems, were elicited and formed the foundation upon which goals were 
set.  Likewise, some interactions about reasons and rationale of treatment 
activities involved opportunities for patients to express their understanding, 
but in others these opportunities did not arise. 
 
Turning specifically to goal-VHWWLQJERWKµFRPPRQVHQVH¶DQGWKHGDWD
VXJJHVWWKDWWKHGHJUHHWRZKLFKJRDOVFDQEHµQHJRWLDWHG¶DQGµDJUHHG¶ZLWK
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patients has limitations.  Not all problems that are significant to patients can 
be approached and resolved in physiotherapy.  Likewise, patients lack the 
technical knowledge to specify and set appropriate and achievable goals and 
to prescribe treatment activities by which to achieve them.  Although it may 
VHHPIDFLOHWRVSHOORXWWKHVHOLPLWDWLRQVWRSDWLHQWV¶LQYROYHPHQWLQJRDO-
setting, we do so because these constraints are largely ignored in writings 
DERXWµVKDUHGGHFLVLRQPDNLQJ¶DQGJRDO-setting. 
 
In summary, there are constraints on the frequency with which reasons and 
JRDOVDUHWRSLFDOLVHGDQGRQSDWLHQWV¶LQYROYHPHQWWKHUHLQ7KHVHKDYHEHHQ
illustrated through data extracts and explored in analysis.  For patients, there 
is a dispreference for asking therapists to explain their actions, which links 
ZLWKDQRULHQWDWLRQWRWKHUDSLVWV¶DXWKRULW\DQGH[SHUWLVH3DWLHQWVPD\EH
UHOXFWDQWWRµSXWWKHLUYLHZ¶EHFDXVHRIDV\PPHWULHVRINQRZOHGJHDQG
because  of orientations to avoiding exposure of any lack of understanding.  
$OOWKHVHIDFWRUVWHQGWRUHVWULFWSDWLHQWV¶LQVWLJDWLRQRIDQGFRQWULEXWLRQWRWDON
DERXWUHDVRQVDQGJRDOV)DFWRUVZKLFKDSSHDUWRFRQVWUDLQWKHUDSLVWV¶WDON
on these issues include their treatment of many physiotherapy activities as 
routine and either understood or at least not requiring explanation.  
Therapists also tend to minimise reference to topics that entail direct 
LQGLFDWLRQRISDWLHQWV¶SK\VLFDOLQFRPSHWHQFH$IXUWKHUIDFWRUPD\EHWKH
time required for building understandings about reasons and rationale and for 
HOLFLWLQJDQGLQFRUSRUDWLQJSDWLHQWV¶YLHZVDQGSUHIHUHQFHVZLWKLQWUHDWPHQW
decisions and goals, and the fact that doing so may interrupt physical 
treatment activities.  The assumption of progress inherent to goal-setting and 
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to much explanatory talk may limit talk on these topics where a patient is 
seen as lacking potential for progress.   
 
All these factors limit the implementation of those recommendations that urge 
therapists to involve patients by explaining activities to them, providing 
opportunities for expression of their views, and setting goals. 
 
 
Finally, we consider the capacity of certain specific practices we described to 
meet both the demands of the interactional constraints of this particular 
situation and to fulfil the recommendations themselves.  Talking about 
reasons underlying activities and about treatment plans and goals appears to 
be effective as a persuasive strategy and can provide opportunities for 
SDWLHQWV¶LQWHUDFWLRQDOLQYROYHPHQWLQVHVVLRQV,QWHUactions on these topics 
FDQWKXVIRUPDQRSSRUWXQLW\IRUSDWLHQWV¶H[SUHVVLRQRIWKHLURZQYLHZVDVLV
recommended. 
 
In just a few of the recorded sessions, a pattern is seen where a therapist 
frequently refers to the reasons underlying proposed activities.  They do so in 
the main by providing brief explanations alongside instructions, a practice 
seen within the first extract in this chapter (also in S1Ph1PaBT2/11.08, 
Chapter 4).  This suggests that it is possible to provide explanations to 
patients without major disruption of the physical treatment activities. 
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In some extracts, considerable patient contribution to explanatory and goals 
WDONZDVHYLGHQW,QWKHVHWKHUDSLVWVVROLFLWHGSDWLHQWV¶YLHZVRIWKHLU
problems and aims, and tailored goals and explanations so as to fit these.  
The extracts showed that this requires skilled practices on the part of the 
therapist, and can require substantial time and effort.  The skilled practices 
include questioning techniques that constrain the sorts of problems solicited, 
perseverance in establishing shared understandings about those problems, 
and persuasive argument to achieve agreements with patients.   
 
In the light of some of the interactional difficulties apparent in the data, it is 
possible to suggest some furWKHUSUDFWLFHVWKDWPLJKWPHHWWKHµUHTXLUHPHQWV¶
of both the recommendations and the situational constraints of 
physiotherapy.  However, since these practices did not occur in the data, we 
can only speculate as to their feasibility or effectiveness.  First, greater clarity 
and mutual understanding might be fostered by therapists if they explicitly 
communicated with patients about the constraints upon the sorts of problems 
dealt with in therapy ± i.e. the limits of therapy.  Greater interactional 
synchrony between therapists and patients might ensue if therapists explicitly 
described the process and functions of goal-setting to patients.  Finally, 
therapists could avoid treating so many of the things they do and say to 
patients as mutually understood and instead more frequently explain what 
they were doing and why.   
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Returning from speculation to the empirical findings in this chapter, these 
make it clear that explaining activities to patients, eliciting and incorporating 
their views, and setting goals are demanding and potentially time-consuming 
activities.  It would be easy to overlook the powerful constraints and social 
orientations that shape the contributions that patients and therapists make to 
these interactions.  Yet acknowledging and understanding these constraints 
and orientations could provide more practice-relevant information about 
explaining activities to patients and goal-setting, and could provide a basis for 
more specific and feasible recommendations.  We discuss this argument 
further in the next and final chapter of the thesis. 
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CHAPTER SEVEN 
DISCUSSION AND CONCLUSIONS 
7.1 Introduction 
,QWKLVFKDSWHUZHUHYLHZWKHILQGLQJVDQGLQVLJKWVJOHDQHGIURPWKLVVWXG\¶V
analyses, and discuss the relevance and utility of its topics and methodology.  
The chapter is divided into two sections.  The first section summarises 
findings from the three analytic chapters; reflects on how these relate to 
previous findings and assertions concerning physiotherapy communication; 
and discusses the utility and potential of conversation analytic studies in 
physiotherapy research and practice.  We will also consider the scope and 
JHQHUDOLVDELOLW\RIWKLVVWXG\¶VILQGLQJV,QWKHVHFRQGVHFWLRQZHH[DPLQH
WKHVWXG\¶VLQVLJKWVDQGFRQWULEXWLRQVWRHWKQRPHWKRGRORJLFDODQG 
conversation analytic research and knowledge.  In doing so, we discuss one 
particular aspect of our methodology: the comparison between actual 
practice and published professional recommendations.  We will argue that 
this is a valuable method for researching therapeutic interactions.  This 
second section will also highlight the contribution our findings make to the 
body of conversation analytic knowledge about healthcare / therapeutic 
interactions.  
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7.2 Insights and implications for physiotherapy practice and 
research 
7.2.1 Interactional practices during physiotherapy treatment sessions: 
summary of findings  
Chapters 4, 5 and 6 explored communication between physiotherapists and 
patients with respect to how they interact, and develop and display 
understandings about:  
1. The nature of treatment activities and of participation therein 
2. Achievement (success and failure) in these activities 
3. The reasons, goals and purposes underlying the activities 
Analysis concentrated mostly on one-to-one therapist patient interactions, 
although we acknowledged that physiotherapy can also entail other modes of 
interaction. 
 
We will now summarise our findings in a condensed form.  For illustrative 
extracts along with full descriptions of practices, and for explications, 
argument, and referencing about these practices and the orientations that 
underlie them, the relevant chapter should be consulted.  Here we 
summarise the practices observed, their interactional functions and effects, 
the orientations apparent in them, and the relationship between conduct 
observed in these data and the published recommendations for good 
practice.  
 
,QWKLVVXPPDU\ZKHQZHUHIHUWR³SDWLHQWV¶DQGWKHUDSLVWV¶´FRQGXFW
practices and so on, we are referring specifically to the patients and 
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therapists recorded in the data of this study.  Issues of generalisability are 
addressed later. 
 
7.2.1.1 Communication about the nature of treatment activities and 
participation (Chapter 4) 
7KURXJKRXWRXUDQDO\VHVZHVDZXQVXUSULVLQJO\WKDWWKHUDSLVWV¶DQG
SDWLHQWV¶WDsks and interactional activities differ.  In the first chapter, we 
H[DPLQHGµLQVWUXFWLRQ-UHVSRQVHVHTXHQFHV¶ZKLFKRFFXUWKURXJKRXW
treatment sessions.  We found that therapists initiate and direct activities, 
convey to patients the nature of therapy activities, and of expected 
SDUWLFLSDWLRQLQWKHP3DWLHQWVJHQHUDOO\UHVSRQGWRWKHUDSLVWV¶LQVWUXFWLRQV
and convey their alignment and co-operation.  They respond promptly to 
instructions, using body movement, facial expression and vocalisation to 
convey efIRUWIXOSDUWLFLSDWLRQWKH\VKRZNHHQQHVVWRµJHWLWULJKW¶± checking 
this with the therapist through gaze and questions (c.f. S1Ph1PaBT2/11.08, 
Chapter 4 and Volume 2497KH\WHQGQRWWRTXHVWLRQWKHUDSLVWV¶
instructions, and mostly avoid instigating or determining activities 
themselves.   
 
It is generally the therapist who appears to determine what, when and how 
DFWLYLWLHVDUHSHUIRUPHG:HREVHUYHGDUHVWULFWLRQRQSDWLHQWV¶YHUEDO
                                            
49. As throughout this thesis, we cross-reference extracts that can appear in several locations 
throughout Volume 1 and also in Volume 2.  For this reason, giving page numbers would be 
very cumbersome.  Precise locations can instead be found in the index for the relevant 
Chapter in Volume 1, and in the index of Volume 2. 
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comments about activities, and that they rarely initiate actions.  We noted 
that the degree of this restriction varies depending on the type of treatment 
DFWLYLW\SDUWLFXODUO\RQZKHWKHUWKHWKHUDSLVWLVWRXFKLQJWKHSDWLHQW3DWLHQWV¶
talk appears more constrained when activities involve physical guidance by 
the therapist WKDQZKHQPRYHPHQWVDUHSHUIRUPHGZLWKWKHWKHUDSLVW¶VµKDQGV
RII¶SDWLHQWV¶FRQWULEXWLRQVDUH\HWPRUHFRQVWUDLQHGZKHQWKHWUHDWPHQW
involves actions performed upon the patient by the therapist.  It seems that 
patients avoid taking any action that might be read as commenting on the 
performance and activities of the therapist.  We proposed that this forms part 
RIWKHZD\WKDWWKHRULHQWDWLRQWRWKHWKHUDSLVW¶VDXWKRULW\DQGWRXSKROGLQJLW
is manifested. 
 
This brings us to a consideration of the underlying orientations and functions 
RIWKHUDSLVWV¶DQGSDWLHQWV¶FRQGXFW,QWUHDWLQJWKHUDSLVWVDVOHDGHUVDQG
orchestrators of therapeutic activities, patients exhibit orientation to 
WKHUDSLVWV¶DXWKRULW\WRMXGJHZKDWFRXQWVDVQRUPDODQGFRPSHWHQWSK\VLFDO
FRQGXFWDQGWRGHWHUPLQHKRZWKLVLVWREHDFKLHYHG7KHUDSLVWV¶DFWLRQV
also convey that their authority in this is assumed.  
 
%HVLGHVDQRULHQWDWLRQWRWKHWKHUDSLVW¶VDXWKRULW\ZHVKRZHGWKDWDQ
orientation to dealing with physical incompetence in particular ways is also 
LPSRUWDQWLQVKDSLQJWKHUDSLVWV¶DQGSDWLHQWV¶FRQGXFW7KLVHQWDLOV
countering possible implications that physical incompetence is indicative of 
wider defects in competence and/or wilful lack of effort.  In instruction-
response sequHQFHVWKLVRULHQWDWLRQZDVSDUWLFXODUO\DSSDUHQWLQSDWLHQWV¶
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actions.  By these actions, patients convey a keen, co-operative participation, 
showing they are sufficiently competent to recognise that their conduct 
GHYLDWHVIURPµQRUPDOLW\¶DQGQHHGVUHPHGiating, also that they are 
VXIILFLHQWO\FRPSHWHQWDQGPRWLYDWHGWRUHVWRUHµQRUPDO¶SK\VLFDOFRPSHWHQFH
through therapeutic efforts.  Showing such motivation also counters the 
possible impression that current incompetence is intended or desired.  Their 
actions included responding promptly to instructions, showing effortful 
tension in the body musculature and facial expressions during exercises, and 
glancing at the therapist or asking questions so as to elicit information about 
correct performance.  OrientatLRQVWRDXWKRULW\DQGµJRRGSDWLHQWKRRG¶50 also 
underlie the way patients co-RSHUDWHZLWKUDWKHUWKDQTXHVWLRQWKHUDSLVWV¶
LQVWUXFWLRQV:KLOVWWKLVDUHDRIDQDO\VLVKLJKOLJKWHGHOHPHQWVRISDWLHQWV¶
conduct that attend to management of incompetence in particular ways, other 
DUHDVRIDQDO\VLVHVSHFLDOO\FRQFHUQLQJPDQDJHPHQWRIIDLOXUHVRISDWLHQWV¶
performances, illustrated that therapists attend to the same concerns (see 
Section 7.2.1.2). 
 
In explicating these orientations and the related interactional conduct, we 
GUHZRQ3DUVRQV¶LQIOXHQWLDODQDO\VHVRISK\VLFLDQV¶DQGSDWLHQWV¶EHKDYLRXU
DQGKLVFRQFHSWLRQWKDWSDWLHQWV¶DQGFOLQLFLDQV¶UROHVDUHFRQVWLWXWHGE\
permissions and privileges balanced with and contingent upon duties and 
responsibilities (Chapter 4, Section 4.4).  In a similar vein, we found that 
                                            
50. The terPµJRRGSDWLHQWKRRG¶ZDVXVHGLQWKLVVWXG\WRUHIHUWRWKHFRQILJXUDWLRQRISDWLHQW
behaviours by which they counter possible negative implications of physical incompetence 
(See Chapter 4, Footnote 14). 
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SK\VLRWKHUDSLVWV¶DQGSDWLHQWV¶FRQGXFWHQWDLOVEDODQFLQJYDULRXVGHPDQGV
and contingencies.  For instance, we noted that for physiotherapy to run 
smoothly, patients must exhibit sufficient incompetence to be perceived as in 
genuine need of therapy, but must also show sufficient competence to 
UHFRJQLVHµDEQRUPDOLW\¶DQGPDNHHIIRUWVWRRYHUFRPHLWWKURXJKSHUVRQDO
effort.  We also observed that therapists must balance support and 
understanding of patients with encouraging them to participate in effortful and 
sometimes uncomfortable physical activities.   
 
+RZHYHUZHDFNQRZOHGJHGWKDWDVSHFWVRI3DUVRQV¶DQDO\VHVSDUWLFXODUO\
his conception of fixed, a priori roles and norms as governing conduct, are 
not consistent with ethnomethodological and conversation analytic 
understandings of how conduct is organised.  Therefore, these aspects of his 
analyses are incongruent with the approach adopted in this study.  Bearing 
such criticisms in mind, we also dreZXSRQ*RIIPDQV¶DQDO\VHVRIFRQGXFW
which are more clearly grounded in empirical observation and description of 
SHRSOH¶VFRQGXFWDQGZKLFKEHDUFORVHUUHODWLRQVWRHWKQRPHWKRGRORJLFDO
understandings of human interactions.  His analyses emphasised the way 
WKDWSHRSOHHQJDJHLQµFRPSHQVDWLQJPRGHVRIEHKDYLRXU¶VRDVWROLPLWRU
counter implications of wilful and wider incompetence that arise when 
physical failures are apparent.  A particular analytic focus of this study has 
been upon illuminating ways in ZKLFKµFRPSHQVDWLQJIRULQFRPSHWHQFH¶
LQIOXHQFHVFRQGXFWLQSK\VLRWKHUDS\LQWHUDFWLRQVWKXV*RIIPDQ¶VLGHDVZHUH
important influences throughout analyses, including our second topical focus, 
to which we now turn. 
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7.2.1.2 Communication about achievement of treatment activities 
(Chapter 5) 
This part of our analysis examined how, once treatment activities are 
underway, therapists and patients communicate about the success or failure 
RISDWLHQWV¶SHUIRUPDQFHRIWKRVHDFWLYLWLHV:HREVHUYHGWKDWWKHUDSLVWV
produce evaluations of performance far more frequently than do patients.  
They produce positive evaluations during and following the majority of 
treatment activities and do so in a direct manner.  Often these evaluations 
DUHEULHIDQGJORVVHGHJµJRRG¶µEULOOLDQW¶VRPHWLPHVWKHUDSLVWVJRRQWR
elaborate the criteria underlying these evaluations (e.g.S3Ph4PaMT1/1.41, 
Chapter 4 and Volume 2).  Patients generally respond to rather than initiate 
positive evaluations.  Their responses are usually brief acknowledgements 
and/or agreements.  Positive evaluations are usually followed by repetition of 
the prior activity or progression to a next one.  That is, they function to 
display that performance was adequate, and to project either its repetition or 
a move to some next activity. 
 
When failures in performance become apparent, their interactional 
management is more complex than for successes.  As prefigured in our 
discussion above, their management entails balancing opposing interactional 
demands, and is shaped by orientations to dealing with the potential 
implications arising from incompetence.  For therapists, management of 
failures entails showing sensitivity to the potentially negative effects of 
making problems apparent whilst nevertheless attending to these problems 
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and instituting corrective action.  The potentially negative effects include 
SURYRNLQJSDWLHQWV¶GLVWUHVVDVFDQRFFDVLRQDOO\EHVHHQLQWKHGDWDDQG
demotivating them.  Therapists reassure patients, minimising the problems 
and their implications.  Their talk and actions imply an expectation that 
SUREOHPVZLOOEHVROYHGWKURXJKSDWLHQWV¶HIIRUWVZLWKLQDQGDORQJVLGH
SK\VLRWKHUDS\7KDWLVWKHLULQWHUDFWLRQDOSUDFWLFHVDWWHQGWRSDWLHQWV¶
motivation and to maintaining the rationale of physiotherapy even in the face 
of failures in treatment activities, as well as to dealing with potential 
implications of incompetence. 
 
Likewise, patients engage in complex interactional work when failures in 
performance are apparent: conveying awareness of their failures, and at the 
same time that they are not defeated by or resigned to them.  They tend to 
VKRZDQDSRORJHWLFRUFRQFHUQHGGHPHDQRXURIWHQVD\LQJµVRUU\¶LQWKHIDFH
of failures of performance, and they make physical efforts to continue 
treatment, shoZFRPSOLDQFHDOLJQPHQWDQGDJUHHPHQWZLWKWKHUDSLVWV¶
evaluations and their repair actions and proposals.  These actions convey 
WKDWWKHSUREOHPZDVQRWLQWHQWLRQDOEXWZDVDµJHQXLQH¶IDLOXUH7KH\DOVR
help counter possible implications of wider incompetence, because patients 
show they are sufficiently competent to recognise that their performance was 
SUREOHPDWLF:HDOVRVDZWKDWSDWLHQWVGRQRWSURGXFHµVHFRQG
DVVHVVPHQWV¶LQUHVSRQVHWRWKHUDSLVWV¶HYDOXDWLRQVDVLVWKHXVXDOSDWWHUQLQ
ordinary conversation between peers (Pomerantz, 1984a).  In doing so they 
avoid claiming independent knowledge or authority to judge and evaluate 
performance. 
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On occasion, patients initiate direct negative evaluations of their own 
performance, which often serve to elicit reassurance from the therapist.  
These self-evaluations generally arise when the therapist is not touching the 
patient.  This follows a more general pattern seen in the data, wherein the 
less physical assistance the therapist gives, the more likely a patient is to 
make interactional contributions, particularly spoken turns.  As we have 
DUJXHGSDWLHQWV¶FRPPHQWVRUHYDOXDWLRQVKDYHWKHSRWHQWLDOWREHFRQVWUXHG
DVXQGHUPLQLQJDQGTXHVWLRQLQJWKHWKHUDSLVWV¶WUXVWZRUWKLQHVVPRWLYDWLRQ
and expertise.  Were a patient to produce negative evaluations during guided 
PRYHPHQWVWKHVHZRXOGLQDVHQVHHYDOXDWHWKHWKHUDSLVW¶VSHUIRUPDQFHDV
well as their own, and implicitly criticise the therapist, undermining her 
authority.  
 
Regularly, therapists solicit assessments from patients.  These generally 
FRQFHUQVXEMHFWLYHDVSHFWVUDWKHUWKDQµREMHFWLYH¶HYDOXDWLRQVRIWKHVXFFHVV
or failure of performance.  When patients are asked to evaluate success or 
failure, they often display reluctance to do so (e.g. Chapter 5, Section 5.7).  
While lack of knowledge might contribute to their reluctance, we suggested 
WKDWWKHUHPD\EHDGGLWLRQDOµLQWHUDFWLRQDOUHDVRQV¶IRULW:HSURSRVHGWKDW
these included the way conveying lack of knowledge and inability to judge 
establisheVDQGPDLQWDLQVWKHWKHUDSLVW¶VDXWKRULW\DVµWHDFKHU¶DQGWKH
SDWLHQW¶VUROHDVOHDUQHUDQGKHQFHPDLQWDLQVWKHXQGHUO\LQJUDWLRQDOHRI
therapy.  We also argued that patients can be reluctant to evaluate because 
RILVVXHVRIFRPSHWHQFH$QµLQFRUUHFW¶Velf-evaluation runs the risk of 
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revealing that the patient is incompetent to judge their own performance 
(S3Ph4PaMT1/1.50, Chapter 5).  
 
Thus, the orientations that were apparent in instruction-response sequences  
LHRULHQWDWLRQVWRWKHUDSLVWV¶DXWKRULWy, and to limiting and countering 
negative implications associated with physical incompetence) also seem to 
shape conduct in this area of therapeutic interaction.  However, additional 
orientations are apparent: these concern how evaluations of co-participaQWV¶
conduct are produced and responded to.  Previous CA research (Chapter 5, 
Section 5.2.2) has shown that in ordinary conversations, evaluations that 
GLVDJUHHZLWKRUFULWLFLVHRQH¶VFR-participant are avoided altogether or else 
performed through dispreferred turn shapes51 (for instance with pauses or 
partial agreements prior to the stated criticism or disagreement).  This pattern 
serves to minimise the occurrence of disagreement or criticisms, or to 
mitigate them if they occur.  CA research has also found that when some 
form of performance error occurs in ordinary conversations, there is a 
preference for self-UHSDLUZLWKGLUHFWFRUUHFWLRQRIRQH¶VFR-participant being 
dispreferred.  In physiotherapy, as in many other institutional interactions, 
critical assessments and other-repairs are often unavoidable, indeed they are 
prevalent.  Nevertheless, in their conduct, participants orient to the delicacy 
and dispreferred nature of these activities. 
 
                                            
51. However, there are exceptions: for instance, in responding to a co-SDUWLFLSDQW¶VVHOI-
criticism, disagreement is preferred. 
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With these observations in mind, we now turn to specific practices by which 
WKHUDSLVWVPDQDJHDSSDUHQWIDLOXUHVRISDWLHQWV¶SHUIRUPDQFH7KHVH
practices can be pictured as occupying a continuum.  At one end are direct 
µEOXQW¶LQGLFDWLRQVRISUREOHPVDQGUHSDLUV$WWKHRWKHUH[WUHPHWKHUDSLVWV
remain silent even when problems are clearly apparent, or produce only 
ambiguous comments that avoid any evaluative and reparative components.  
Other practices we observed amongst therapists, and which arose with far 
greater frequency in the data, involve indirect management strategies that lie 
at various points between these two extremes. 
 
Very direct indications and repairs of problems are rare in these data, and 
arise only in circumstances where patients appear to have entirely 
misunderstood the nature of the activity, rather than where they were actually 
attempting, though failing, to achieve the instructed activity 
(S2Ph3PaHT3/11.58 in Chapter 5, Section 5.4.1).  Less direct indications 
and repairs can be broadly divided into sequences wherein therapists do not 
verbally refer to problems, and those wherein they do.  The first form 
resembles the embedded corrections Jefferson (1987) described.  In these, 
issues of incompetence are kept off the conversational surface.  In our data, 
these occur when therapists institute reparative strategies without directly 
naming the problem.  They do so through re-specifying or sometimes 
withholding further instructions, and/or through withholding ongoing positive 
DVVHVVPHQWV7KURXJKWKHVHPHDQVWKHUDSLVWVHQFRXUDJHRUµFOXH¶SDWLHQWV
to perform activities differently, and can thereby implicitly indicate (rather than 
explicitly state) that prior performance was lacking in some way.  A smooth 
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DQGµGLVFUHHW¶FKDQJHDQGFRUUHFWLRQRIDFWLYLW\LVRIWHQHIIHFWHG+RZHYHU
this strategy does nRWDOORZIRUGLVFXVVLRQRIRUDFFRXQWLQJIRUWKHSUREOHP¶V
cause.  As a result, it does not provide opportunities for therapists to check 
SDWLHQWV¶XQGHUVWDQGLQJVQRUIRUSDWLHQWVWRVHHNLQIRUPDWLRQIURPWKH
therapist about their performance.  In our data, there were episodes where 
lack of opportunity for talk about shortcomings was observably problematic.  
7KLVRFFXUUHGZKHQWKHUDSLVWV¶VWUDWHJLHVDSSURDFKHGWKHHQGRIWKH
continuum pictured above wherein they were so indirect as to avoid or make 
highly ambiguous evaluations (Chapter 5, Section 5.4.2).  Such indirectness 
and ambiguity can be taken by patients as signifying unstated but negative 
evaluation (c.f. Pomerantz, 1984a) and can have the same effects as being 
very direct: with patients showing signs of distress, and seeking the 
WKHUDSLVW¶VHYDOXDWLRQLQZD\VWKDWFRQYH\DQ[LHW\DQGFRQFHUQ 
 
The other form of management entails directly naming the problem so that it 
becomes the interactional business at hand.  This resembles the exposed 
corrections Jefferson (1987) described.  As she proposed, these provide 
interactional opportunities to account for and explain problems of 
performance and associated remedy proposals.  In this set of practices, 
therapists either initiate and provide the problem indication themselves 
(formulated so as to mitigate and/or minimise its seriousness), or they solicit 
an assessment from the patient before providing their own evaluation.  The 
latter relies upon a pattern known as a perspective display sequence which 
has been found to be used in both ordinary conversations and in clinical 
LQWHUDFWLRQVDVDQLQKHUHQWO\FDXWLRXVZD\RISUHVHQWLQJRQH¶VUHSRUWRUYLHZ
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(Maynard, 1989, 1992).  Also, particularly in clinical interactions, it is so 
organised as to enable and prefer aIILOLDWLRQEHWZHHQSDUWLFLSDQWV¶
perspectives, and to function as a persuasive device for drawing a patient 
towards expression of alignment with the clinical view (Maynard, 1992). 
 
In the perspective display sequence form of management, the therapist 
invitHVWKHSDWLHQW¶VSHUVSHFWLYHRQWKHLUSHUIRUPDQFHDQGDWWHQGVWRLWLQWKH
subsequent production of her own.  The therapist can thereby tailor her 
DVVHVVPHQWWRWKHSDWLHQW¶VGLVSOD\HGXQGHUVWDQGLQJDQGUHFHSWLYHQHVV
These sequences provide an opportunity for dialogue with the patient about 
problems whilst still avoiding blunt problem indication.  They facilitate (though 
do not guarantee) building of alignment and an environment of agreement in 
which motivated participation with remedies and repairs can be encouraged.  
+RZHYHUZHREVHUYHGWKDWSDWLHQWV¶UHOXFWDQFHWRVHOI-evaluate can disrupt 
these sequences. 
 
Mitigated and minimised assessments also allow the therapist to avoid 
directly criticising the patient, and thus to reduce their demotivating impact.  
Often, these assessments include positive components alongside the 
negative ones.  Therefore this strategy functions to reduce implications of 
wider defects of competence that arise when incompetence is exposed.  A 
similar function is served by the alternative accounts for failure therapists 
sometimes provide, whereby they depict factors other than the patient 
WKHPVHOYHVDVFDXVLQJWKHIDLOXUHHJµWKHOHJ¶RUµWKHVWURNH¶HJ
S1Ph1PaBT2/11.15, Chapter 5 and Volume 2).   
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Another form of strategy by which therapists deal with problems of 
performance entails their pre-emptive management via the format of 
instructions.  We observed two forms of this in the data.  These were (a) 
instructions that forecast problems and thereby mitigate their impact if they 
subsequently occur, and (b) instructions that avoid stating an aim or endpoint 
of the task and thereby conceal any failure of achievement.  Both formats 
DOORZWKHWKHUDSLVWWRSURYLGHSRVLWLYHDVVHVVPHQWVRISDWLHQWV¶FRPSHWHQFH
whatever their response.  They attend to patient motivation by allowing the 
therapist to make positive comments about their performance.  
 
7.2.1.3 Body movement in physiotherapy communication (mainly 
Chapters 4 and 5) 
Body movements are both a main topic of and a major resource for 
communication about physiotherapy treatment activities.  Although body 
movement practices were not the primary focus of analysis in this thesis, we 
made some preliminary observations.  It seems that certain characteristics of 
body movements and touch are especially important for physiotherapy 
communication.  One of these characteristics concerns the way that body 
movements can disambiguate the referents of talk and can add considerably 
to the amount of information conveyed, particularly with respect to physical 
phenomena.  Gestures, physical guidance, touch and sometimes explicit 
physical demonstration form means by which therapists can effectively 
convey the complex, novel, and rarely-talked-about body movements they 
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ask patients to perform in therapy52.  Second, body movements form a 
particularly subtle and tentative interactional resource, making them valuable 
when performing potentially delicate and/or disruptive actions.  The 
tentativeness of body movements is partly due to the way they tend to be 
mRUH³LQGHILQLWHLQWKHLUPHDQLQJDQGLPSRUW´WKDQPDQ\ZRUGV6FKHJORII
1984, p291), and also because they do not oblige a response from a 
recipient in the way that, in most situations, verbal actions do.  They can 
therefore be used by one interactant whilst the other is talking, conveying 
information without interrupting.  For instance, in our data we saw that 
through body movements, a patient can indicate their effortful, keen activity 
ZLWKRXWGLVUXSWLQJDWKHUDSLVW¶VYHUEDOLQVWUXFWLRQVFRUUHFWLRQVDQd so on 
(Chapter 4, Section 4.2.1).  This tentative feature of body movements is also 
apparent in the way that patients use such things as head turns and glances 
to seek further information from therapists without directly asking questions 
(S1Ph1PaBT2/11.08, Chapter 4 and Volume 2).  As noted, asking direct 
questions of therapists is often avoided because these may not only interrupt 
WKHWKHUDSLVW¶VDFWLYLWLHVEXWPD\DOVRSRWHQWLDOO\LPSO\TXHVWLRQLQJRIWKHLU
authority and judgement.  The tentative, non-disruptive quality of body 
PRYHPHQWVDOVRPDNHVWKHPDYDOXDEOHUHVRXUFHLQPDQDJLQJSDWLHQWV¶
failures of performance.  We saw that body movements can contribute to 
PDQDJLQJSDWLHQWV¶HUURUVRISHUIRUPDQFHZLWKRXWYHUEDOO\UHIHUULQJWRWKHVH
                                            
52. 7KLVµGLVDPELJXDWLQJ¶FKDUDFWHULVWLFRIERG\PRYHPHQWIDFLOLWDWHVFRPPXQLFDWLRQZKHQDV
LVIUHTXHQWLQSK\VLRWKHUDS\WKHUDSLVWDQGSDWLHQWDUHQRWDEOHWRVHHRQHDQRWKHU¶VIDFes 
(unfortunately, detailed examination of this was beyond the scope of this study). 
 418 
errors, and hence they contribute to avoiding direct criticism of patients, and 
DFKLHYLQJVPRRWKµGLVFUHHW¶FRUUHFWLRQV 
 
Body movements are also important in conveying participation and alignment 
during interactions.  Shared or mirrored movements, particularly via touch, 
allow parties to establish and maintain common task orientations and foci of 
attention.  Since physiotherapy is so centrally concerned with body 
movements, shared movements form an important element of developing and 
displaying mutual participation in physiotherapy.   
  
7.2.1.4 Communication about reasons, goals, and purposes underlying 
therapy activities (Chapter 6) 
Although there is some communication about the reasons, rationale and 
purpose underlying therapeutic activities in each of the 74 recorded sessions, 
it does not arise as frequently as talk about what is to be done and how it has 
been performed.  It sometimes arises at beginnings or ends of treatment 
sessions, alongside proposals for forthcoming activities.  Occasionally it 
arises alongside instructions for activities.  Other than this, talk about reasons 
DQGSXUSRVHVDULVHVRQO\LQµVSHFLDO¶FLUFXPVWDQFHVHQWDLOLQJtherapeutic 
troublesHJRISDWLHQWV¶UHVSRQVLYHQHVVDQGDFKLHYHPHQWRUinteractional 
troubles, e.g. failures of understandinJDQGH[SUHVVLRQRIµQHJDWLYH¶DIIHFW,Q
these circumstances especially, the topic seems associated with an 
RULHQWDWLRQWRPRWLYDWLQJDQGHQFRXUDJLQJSDWLHQWV¶HIIRUWVDQGSDUWLFLSDWLRQ 
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The sorts of reasons for therapeutic activities that are talked about include 
SDWLHQWV¶LPSDLUPHQWVSDUWLFXODUO\VKRUWIDOOVLQDELOLWLHVFRPSDUHGWRSUH-
stroke levels; and technical or functional reasons, e.g. achieving weight-
bearing.  Talk about rationale often carries assumptions that the overall aims 
of therapy conFHUQDFKLHYLQJPRUHµQRUPDO¶µSURSHU¶DQGLQGHSHQGHQW
movements (e.g. walking).  Both therapists and patients in our data displayed 
these assumptions.  In general, communication about reasons and rationale 
WHQGVWRDVVXPHWKDWLPSURYHPHQWLQSDWLHQWV¶SK\sical abilities is possible, 
contingent upon appropriate therapeutic efforts.  
 
Nearly always, therapists introduce and do most of the talking regarding 
UHDVRQVDQGUDWLRQDOH6RPHWLPHVSDWLHQWV¶FRQWULEXWLRQVGLVSOD\WKHLURZQ
understandings about these.  On the rare occasions when patients request 
talk from therapists about reasons for activities, they do so tentatively and 
ambiguously.  
 
We also examined interactions about goals.  Goals concern targets for 
LPSURYHPHQWVLQSDWLHQWV¶SK\VLFDOFDSDELOLWLHV; and talk about goals and 
goal-setting is one way of talking about why therapeutic activities are being 
performed or proposed, and about the reasons underlying treatment 
decisions.  Consistent with several other studies of therapy communication, 
goal-setting is rare in this data collection, despite professional 
recommendations that it should be done with every individual patient and that 
goals should be regularly reviewed (CSP, 2000; ACPIN, 1995).  Occurrence 
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of interactions about goals and goal-setting varied considerably between the 
four sites and eleven therapists in the study.   
 
Since goals target improvement in some currently problematic capability, 
they rely on and are based on awareness and exposure of shortcomings in 
SDWLHQWV¶DELOLWLHV6RPHWLPHV therapists introduce (or impose) the particular 
capability to be targeted, at other times, this is elicited from the patient.  The 
latter pattern of goal-VHWWLQJRIIHUVPRUHVFRSHIRUGLDORJXHDQGµLQYROYHPHQW¶
of patients, because their views and preferences are sought and can be 
LQFRUSRUDWHGLQWRJRDOV+RZHYHUH[WUDFWVLOOXVWUDWHGWKDWZKHQDSDWLHQW¶V
preferences and views of their problems are sought as part of goal-setting, 
and where attempts are made to incorporate these into goals, various 
interactional challenges can arise (e.g. S1Ph1PaGT1/11.11, Chapter 6 and 
Volume 2).  Patients may express reluctance to provide topics for treatment 
DFWLRQVRPHWLPHVH[SOLFLWO\LQYRNLQJWKHWKHUDSLVW¶VDXWKRULW\DQGH[SHUWLVHLQ
accounting for this reluctance (e.g. S1Ph2PaFT2/1.38, Chapter 6).  Also, 
since patients are likely to experience a great variety of problems associated 
with their stroke (not solely the physical ones on which physiotherapy 
FRQFHQWUDWHVLWFDQEHGLIILFXOWIRUWKHUDSLVWVWRHOLFLWµUHOHYDQW¶WRSLFV7KLVLV
SDUWLFXODUO\VRLIWKHWKHUDSLVW¶VLQLWLDOSUREOHPHOLFLWDWLRQLVDQµRSHQTXHVWLRQ¶
WKDWDOORZVIRUPDQ\SRVVLEOHDQVZHUV7KXVZKHQWKHUDSLVWVHOLFLWSDWLHQWV¶
perceptions they risk exposing problems that cannot be managed within 
therapy, but which can nevertheless entail demanding interactional 
management (c.f. S1Ph2PaFT2/1.38, Chapter 6). 
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We argued that the problem-based structure of goal-setting leads to further 
difficulties during interactions about goals.  As noted, both therapists and 
patients orient to countering possible implications of wider incompetence.  
One difficulty this presents for goal-VHWWLQJLVWKDWSDWLHQWV¶RULHQWDWLRQVWR
demonstrating their competence rather than their incompetence can lead to 
their disputinJRUµGHQ\LQJ¶WKHSK\VLFDOLQFDSDFLW\IRUZKLFKWKHWKHUDSLVWLV
DWWHPSWLQJWRVHWDJRDO7KXVHYHQZKHQVRPHµWDUJHW¶IRUJRDO-setting has 
been identified by a therapist or solicited from a patient, there can be 
difficulties in achieving alignment on the nature and scope of the problem, 
and hence in gaining agreement with any proposed goal  (e.g. 
S1Ph1PaGT1/11.11, Chapter 6 and Volume 2).  A further difficulty in goal-
setting can arise because therapists are urged by professional 
recommendations to set µREMHFWLYHDQGPHDVXUDEOH¶JRDOV$&3,1
DQGLQRXUGDWDDWWHPSWHGWRGRVR:KHUHDSDWLHQW¶VFRQFHUQVDUHDERXW
VKRUWFRPLQJVWKDWFDQRQO\EHPHDVXUHGµVXEMHFWLYHO\¶HJEHLQJµhappier 
ZLWKRQH¶VKDQG-ZULWLQJ¶LQ63K3D*7&KDSWHU setting goals 
which closely relate to their concerns (as is recommended) can be 
incompatible with setting goals that are easily measurable (as is 
recommended).  
 
Interactions about explanations and goals were relatively scarce in our data, 
and this was consistent with findings of other studies.  Therefore our analysis 
sought to explain why this might be so despite the strong emphasis laid upon 
them in published recommendations.  Drawing upon our descriptions and 
explications of data sequences, we proposed several contributory factors.  
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We noted a trade-off between time spent on talk about goals and rationale, 
and time spent performing physical activities.  Indeed, this is part of a more 
general pattern: throughout the data, there are episodes where extended talk 
disrupts or precludes continuation of the embodied treatment actions, or at 
least draws attention away from them53$VZHOODVGXULQJµJRDOVWDON¶WKLVZDV
observable during interactions about the success and failure of performance of 
treatment activities: any more than cursory reference to shortcomings of 
performance, their causes and remedies, was associated with an interruption 
of performances whilst talk about them occurred (see Chapter 5, Footnote 3).  
Thus, one contributing factor to the low frequency of explanation and goals 
talk may be the time it takes to do so.  Another concerns the way that talk on 
WKHVHWRSLFVHQWDLOVH[SRVXUHRIVKRUWFRPLQJVLQSDWLHQWV¶DELOLWLHVDQDFWLYLW\
generally avoided or minimised during treatment sessions.  Further 
contributors include the difficulties of eliciting topics for goals and of gaining 
alignment on them.  Also the way that explanatory and goal-setting talk 
DVVXPHVWKDWSURJUHVVLVSRVVLEOHLIWKHUHLVVRPHGRXEWDERXWDSDWLHQW¶V
potential for progress, therapists may not introduce talk about rationale or 
goals (c.f. S2Ph4PaMT1/1.37 and /1.40, Chapter 6).  A further factor is that 
therapists seem to treat underlying reasons and rationale as routine and 
                                            
53. This may have some relevance to recommendations in neurophysiotherapy texts that 
therapists should not talk to patients during certain exercises (Chapter 2, Section 2.7.1).  We 
ZRXOGDUJXHWKDWVXFKDµEODQNHWSUHVFULSWLRQ¶PLJKWQRWEHFRQGXFLYHWRHQVXULQJSDWLHQWV¶
understandings about activities, but that there does seem to be some evidence that lengthy 
talk during physical activities does indeed disrupt them (see for example Chapter 6, Section 
6.7). 
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assumed matters and therefore do not raise them.  There is evidence for this 
in the way that interactions on reasons and rationale tend to occur in specific, 
often problematic circumstances.  At other times, reasons for a treatment 
action might be intelligible without talk because of the local sequential context 
(why an exercise is being done is obvious because of foregoing actions and 
talk).  However, the degree to which a patient actually understands reasons 
is difficult for analyst and therapist to discern if they are not verbalised.  A 
final contributor is rarity with which patients introduce this topic.  That is, they 
do not ask therapists to explain.  We argued that this reflects their orientation 
to the authority and expertise of the therapist, rather than their level of 
understanding. 
 
To further explicate this area, and particularly the lack of explanatory talk 
(despite professional recommendations that emphasise it), we examined the 
ILQGLQJVRI*DUILQNHO¶VµEUHDFKLQJH[SHULPHQWV¶+HULWDJH*DUILQNHO
1967).  These provide empirical evidence DERXWSHRSOH¶VRULHQWDWLRQVWR
asking co-participants to explain the meanings of their actions during 
conversations with peers and with professionals.  Garfinkel showed that in 
large areas of life and interactions, people do not generally establish 
understandings through explicit topicalisation of what some action or talk 
means.  They do so through another form of sense-making mechanism.  This 
LVWKHµGRFXPHQWDU\PHWKRGRIXQGHUVWDQGLQJ¶LQZKLFKDFWXDODSSHDUDQFHV
DUHWUHDWHGDV³³WKHGRFXPHQWRI´DV³SRLQWLQJWR´DV³VWDQGLQJRQEHKDOIRI´D
SUHVXSSRVHGXQGHUO\LQJSDWWHUQ´*DUILQNHOLQ+HULWDJHS
2QHEUHDFKLQJH[SHULPHQWLQYROYHGDµVKDP¶FRXQVHOOLQJVHVVLRQLQZKLFK
 424 
VXEMHFWV¶TXHVWLRQVZHUHUHVSRQGHGWRDFFRUGLQJWRUDQGRPLVHGDQVZHrs 
(rather than any counselling logic), and showed that people made sense of 
WKHDGYLVHUV¶DQVZHUVHYHQZKHUHWKHVHVHHPHGLQFRPSOHWHLQFRQJUXRXVRU
XQVDWLVIDFWRU\7KH\LQWHUSUHWHGDQVZHUVDV³WKHWUXVWZRUWK\SURGXFWVRI
SURSHUO\PRWLYDWHGDGYLVHUV´+Hritage, 1984, p92).  We argued that patients 
OLNHZLVHJHQHUDOO\WUHDWWKHUDSLVWV¶DFWLRQVWKHLULQVWLJDWLRQSURSRVDODQG
GLUHFWLRQRIWUHDWPHQWDFWLYLWLHVDVµWUXVWZRUWK\SURGXFWVRIPRWLYDWHG
SK\VLRWKHUDSLVWV¶3DWLHQWVUHO\RQGRFXPHQWDU\LQWHUSUHWDWion in order to 
make sense of physiotherapy: building understandings of its nature and 
XQGHUO\LQJµSDWWHUQ¶IURPLQGLYLGXDORFFXUUHQFHVDQGLQWHUSUHWLQJLQGLYLGXDO
occurrences on the basis of what they have already experienced, rather than 
constantly asking therapists for reasons and explanation.  Further, asking for 
UHDVRQVDQGH[SODQDWLRQFRXOGLPSO\TXHVWLRQLQJRIWKHWKHUDSLVW¶V
trustworthiness and motivations and is therefore avoided, or only done 
tentatively.  These features of the way people make seQVHRIHDFKRWKHU¶V
DFWLRQVDQGSURGXFHWKHLURZQDFWLRQVSURYLGHµJRRGUHDVRQV¶IRUWKHORZ
frequency of talk about reasons underlying treatment activities, whether 
initiated by therapists or patients. 
 
A further question that was examined whilst analysing explanation and goal-
setting talk concerned why some interview studies report that patients 
express a strong desire for explanations and for involvement in goal-setting, 
whilst in actual therapist patient interactions, patients regularly exhibit 
reticence and even reluctance with respect to such involvement (as was 
observed in our data).  We explained that in interviews and focus groups, 
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patients are highly likely to express a preference for being informed and 
involved in treatment decisions and goal-setting because in doing so, they 
portray themselves as good patients, keen to co-operate and make efforts 
(c.f. Murphy et al, 1998, p120).  However, in actual interactions with 
therapists, other orientations come into play.  These include the 
dispreference for asking a co-participant to explain the meanings of their 
DFWLRQVFRPELQHGZLWKSDWLHQWV¶DYRLGDQFHRIDFWLRQVWKDWPLJKWLPSO\
TXHVWLRQLQJRIWKHUDSLVWV¶WUXVWZRUWKLQHVVPRWLYDWLRQDQGH[SHUWLVH 
 
7.2.2 Reflection on previous findings and criticisms of communication 
in physiotherapy and rehabilitation 
We will now address previous findings and criticisms that were summarised 
in the literature review (Chapter 2, Section 2.1.1.1).  We noted that many of 
these are founded upon a conception of clinical interactions wherein 
professionals are viewed as unilaterally imposing their authority, and thus 
enforcing patterns of asymmetry in which patients are made passive, and 
their contributions to treatment interaction are constrained.  
 
In line with this conception, therapists have been criticised for failing to 
provide patients with sufficient information and explanation about treatment 
DQGIRUIDLOLQJWRHQVXUHWKDWSDWLHQWV¶YLHZVDUHVRXJKWDQGLQFRUSRUDWHGLQWR
treatment.  The implication has generally been that the asymmetry of 
interactional activities seen during physiotherapy interactions is solely a 
product of WKHUDSLVWV¶communication practices.  Related criticisms argue that 
therapists dominate patients, making them passive recipients of therapy and 
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not giving them opportunities to speak.  This criticism seems to assume that 
if therapists stopped their domineering patterns of communication, patients 
would automatically and necessarily ask more questions, express their views 
more, and be more active in therapy interactions.   
 
2XUDQDO\VHVKDYHVKRZQWKDWSDWLHQWV¶LQWHUDFWLRQDOFRQWULEXWLRQVGRLQGHHG
differ from those of therapists; that therapists generally initiate and direct 
WUHDWPHQWDFWLYLWLHVDQGWKDWSDWLHQWV¶LQWHUDFWLRQDOFRQWULEXWLRQVDUH
constrained, especially with respect to spoken turns.  We also showed that 
explanations about therapy activities are relatively infrequent in the data, at 
least compared to some other topics of interaction.  However, 
ethnomethodological and conversation analytic studies, including this one, 
have found that the establishment of authority, with the asymmetry this 
entails is a collaborative production which results from the interactional 
conduct of both clinicians and patients, and also that interactional patterns 
are more complex than is sometimes portrayed.  In our study, contrary to the 
claims of some critics, patients are regularly very active in conveying certain 
information to physiotherapists, particularly concerning their efforts in 
treatment activities.  Even during activities such as joint mobilisations, which 
therapists perform upon patients, we saw that patients actively monitor 
DFWLYLWLHVDQGDFWLYHO\SODFHWKHLUERGLHVµLQWKHWKHUDSLVW¶VKDQGV¶UDWKHUWKDQ
VLPSO\EHLQJµSDVVLYHUHFLSLHQWV¶HJ63K3aHT3/11.44, Chapter 5 and 
Volume 2).  We also showed that patients themselves are regularly reticent 
and reluctant to take up opportunities to express their views and preferences 
during treatment interactions, even when therapists make active and specific 
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DWWHPSWVWRVROLFLWWKHVH7KDWLVWKHSDWWHUQVRISDWLHQWV¶LQYROYHPHQWDQG
their interactional contributions are not imposed and enforced unilaterally by 
therapists, instead, the asymmetrical patterns observed result from 
collaborative activities by both parties, and furthermore, these patterns are 
not simple ones of patient passivity and therapist activity.  We also proposed 
WKDWWKHUHDUHµJRRGUHDVRQV¶IRUSDWLHQWVWRFRQVWUDLQWKHLUWDONDQGDFWLYLWLHV
These centre upon establishing and maintaininJWKHUDSLVWV¶DXWKRULW\DQGWKH
associated differential between the roles of therapist and patient, upon which 
the rationale for participation in therapy relies.  There are also good 
interactional reasons for therapists, at least at certain times, to constrain their 
information and explanation-giving to patients.  In doing so, they can avoid 
disrupting physical treatment activities, and also they avoid exposing 
SDWLHQWV¶GHILFLWVDQGWKHUHE\DYRLGGHPRWLYDWLQJRUGLVWUHVVLQJWKHP 
 
Thus, underlying those criticisms which assert that therapists unilaterally 
impose asymmetrical patterns of interaction and fail to provide sufficient 
information and explanation, is a lack of understanding of the collaborative 
nature of interactional organisation.  Also, a failure to consider that there may 
be good interactional and organisational reasons for apparently bad 
professional practice. 
 
In other criticisms it has been asserted that clinicians impose therapeutic 
DLPVRIµQRUPDOLW\¶DQGIXQFWLRQDOLQGHSHQGHQFHXSRQSDWLHnts.  The evidence 
of this study is that these aims appear to be topicalised and shared by both 
patients and therapists.  Also, physiotherapists have been said to 
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FRQFHQWUDWHRQSDWLHQWV¶ERGLHVDQGERGLO\FRPSODLQWVZKLOVWHLWKHU
neglecting, or failing to LQWHJUDWHSDWLHQWV¶VRFLDOSHUVRQDOFKDUDFWHULVWLFVDQG
concerns into their communication.  From our observations, it is certainly the 
case that physiotherapeutic activities and tasks mainly concern physical, 
bodily activities.  However, in their interactional practices, the therapists 
DSSHDUHGWRLQWHJUDWHDWWHQWLRQWRSDWLHQWV¶ERGLHVand to their subjective 
selves.  For instance, with sensitively designed instructions that allow for the 
possibility of failure to achieve activities, and through the delicate ways 
SDWLHQWV¶IDLOXUHVZHUHLQGLFDWHGDQGFRUUHFWHGWKHUDSLVWVVKDSHGWKHLU
FRPPXQLFDWLRQDERXWSK\VLFDODFWLYLWLHVVRDVWRDWWHQGWRSDWLHQWV¶OLNHO\
personal and emotional responses in therapy.   
 
7.2.3 Relationship between the practices we observed and published 
recommendations for good practice 
Current published recommendations by the Chartered Society of 
3K\VLRWKHUDS\&63WKHQHXURORJLFDOSK\VLRWKHUDSLVWV¶FOLQLFDO
interest group (ACPIN, 1995) and the UK Department of Health (DOH, 1999) 
were outlined within the Chapter 2 (Section 2.1.2).  These place considerable 
responsibility on the clinician actively to establish mutual understanding 
between patient and clinician through provision of information and efforts to 
µIXOO\LQYROYH¶SDWLHQWs in treatment processes and decisions (CSP, 2000).  
Therapists are encouraged to negotiate individual goals of treatment with 
patients, and review these regularly.  Overall, a particular emphasis is laid 
XSRQVHHNLQJDQGLQFRUSRUDWLQJSDWLHQWV¶XQGHUVWDQGings and preferences 
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into treatment processes and interaction, and upon ensuring and 
HQFRXUDJLQJSDWLHQWV¶XQGHUVWDQGLQJDQGPRWLYDWLRQIRUWUHDWPHQW 
 
In terms of the process by which these principles are to be achieved, the 
recommendations state that physiotherapists should involve patients in their 
own care by facilitating dialogue, ensuring shared decision making, and 
actively establishing and confirming mutual understanding.  Also, that they 
should communicate openly, honestly, clearly and unambiguously with 
patients, and should provide them with relevant information and with 
opportunities to ask questions and express their own views and preferences.  
)XUWKHUUHFRPPHQGDWLRQVVSHFLI\WKDWDUHODWLRQVKLSRIµPXWXDOSDUWLFLSDWLRQ¶
should be aimed towards, and dependence on the therapist avoided.  
7KHUDSLVWV¶JHQHUDODWWLWXGHWRZDUGVSDWLHQWVVKRXOGEHRQHRI
respectfulness, with patients treated as equals and experts in their own right.  
 
Comparing actual observed practice with the stipulations of the 
recommendations is not without difficulty, because recommendations are by 
their nature abstract and general (see Section 7.7.1 for a detailed discussion 
of the difficulties).  They do not stipulate specifics, such as describing the 
interactional patterns and prDFWLFHVWKDWZRXOGFRQVWLWXWHµIXOOLQYROYHPHQW¶
µPXWXDOSDUWLFLSDWLRQ¶µVKDUHGGHFLVLRQPDNLQJ¶DQGVRRQ1HYHUWKHOHVVLWLV
possible to explore the compatibility of practice with the general principles 
laid out in the recommendations.  We found that whilst some observed 
practices seemed to represent implementation of the recommendations, 
RWKHUVGLGQRW:HDOVRSURSRVHGWKDWµJRRGUHDVRQV¶IRUSUDFWLFHVWKDWGR
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not reflect the recommendations can be appreciated.  These reasons relate 
to the way that the recommendations sometimes conflict with aspects of the 
demands, preferences and dispreferences of social and clinical interactions, 
and also to conflicts between some of the individual recommendations. 
 
7KHVWLSXODWLRQVDERXWSDWLHQWV¶µIXOOLQYROYHPHQW¶SURYLGHRQHH[DPSOHRI
conflicts between recommendations and the social and clinical demands of 
SK\VLRWKHUDS\LQWHUDFWLRQV$VZHKDYHQRWHGWKURXJKRXWWKHGDWDSDWLHQWV¶
participation and involvement is constrained - UDWKHUWKDQµIXOO¶- in various 
ZD\V6RFLDODQGFOLQLFDORULHQWDWLRQVUHJDUGLQJFOLQLFLDQV¶DXWKRULW\DVZHOO
as general social orientations concerning the sorts of question one asks of a 
co-SDUWLFLSDQWFDQEHVHHQWRDFWDVFRQVWUDLQWVRQSDWLHQWV¶SDUWLFLSDWLRQ
Another example of how the circumstances and rationale of physiotherapy 
seem incompatible with certain recommendations concerns stipulations that 
SDWLHQWVVKRXOGEHWUHDWHGDVHTXDOV7KHUDSLVWV¶DQGSDWLHQWV¶LQVWLWXWLRQDO
tasks and activities differ considerably, with patients showing reliance on 
WKHUDSLVWV¶H[SHUWLVHDQGNQRZOHGJHLQGLUHFWLQJDVVHVVLQJDQGH[SODLQLQJ
therapeutic activities.  There are thus good reasons for why therapists and 
SDWLHQWVDUHQRWDQGGRQRWWUHDWHDFKRWKHUDVµHTXDOV¶ 
 
The above are examples of conflicting demands between the 
recommendations and the circumstances and prevailing orientations of 
physiotherapy practice.  Conflicts within the recommendations were also 
apparent in our analyses, particularly in how failures of performance are dealt 
with and corrected.  For instance, Criteria 12.2 and 12.3 of the Chartered 
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6RFLHW\RI3K\VLRWKHUDS\¶Vµ&RUH6WDQGDUG¶VWDWHWKDWWKHUDSLVWVVKRXOG
³FRPPXQLFDWHRSHQO\DQGKRQHVWO\ZLWKSDWLHQWV´DQGWKDWDOOFRPPXQLFDWLRQ
VKRXOGEH³FOHDUXQDPELguous and easily understood by the recipient" (CSP, 
2000).  Such proposals illustrate the unrealistic and simplistic assumptions 
about human communication that underlie such recommendations.  
Furthermore, even were it possible for therapists to communicate in this way 
ZKHQJLYLQJDVVHVVPHQWVDQGFRUUHFWLQJSDWLHQWV¶IDLOXUHVRISHUIRUPDQFH
doing so would be liable to provoke distress and demotivation.  Patients 
ZRXOGOLNHO\SHUFHLYHWKH\ZHUHEHLQJµWROGRII¶7KHUDSLVWVZRXOGWKHUHE\
contravene recommendations that therapists treat patients with respect, and 
not as children, and that they communicate in ways that will facilitate 
motivation.  That is, in this area of therapeutic communication, there are good 
reasons for ambiguity and indirectness.  (Although we also acknowledged 
WKDWWKLVFDQEHµWDNHQWRRIDU¶DEVHQFHRIWKHUDSLVWHYDOXDWLRQVLQWKHIDFHRI
FOHDUO\DSSDUHQWVKRUWFRPLQJVRISHUIRUPDQFHFDQLWVHOIUHVXOWLQSDWLHQWV¶
distress; and ambiguity can result in patients failing to understand they are 
being asked to do (e.g. S3Ph4PaMT1/2.09, Chapter 4 and Volume 2).  
 
7.2.3.1 Specific practices which seem to balance the demands of 
recommendations and of the circumstances and constraints of physiotherapy 
interactions 
Certain interactional practices observed in our data seemed to achieve a 
balance between demands of recommendations and of practical activities 
and constraints in physiotherapy.  We review these now, whilst stressing that 
we are not SURSRVLQJWKDWWKHVHFRQVWLWXWHµJRRG¶RUµUHFRPPHQGHG¶practices 
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that should always be used.  Every situation is different, and has its own 
requirements, and as we have seen, every interactional practice has a 
complex range of functions and effects.  It is therefore not appropriate to 
make such prescriptions about communicative practice, an issue we return to 
later in this discussion.  However, it is possible to take the general principles 
laid out in professional recommendations, and to explicate how interactional 
practices can contribute to these whilst at the same time attending to 
recurrent social orientations, i.e. to the ways that people routinely behave.  
We can also examine the effects of certain interactional practices and 
propose how these can be managed so as to attend to the stipulations of the 
recomPHQGDWLRQV)RULQVWDQFHZHQRWHGKRZSDWLHQWV¶LQYROYHPHQWLVPRUH
limited during treatment activities where the therapist is touching the patient, 
ZKHUHDVZKHQWKHUDSLVWV¶KDQGVDUHRIISDWLHQWVWHQGWRDVNPRUHTXHVWLRQV
and express their own views more.  Whilst one might therefore suggest that 
SK\VLFDOO\JXLGHGDFWLYLWLHVVKRXOGEHDYRLGHGWDFWLOHJXLGDQFHRISDWLHQWV¶
movements, and performing certain activities upon patients (such as 
mobilisations) are often vital elements of treatment.  Therefore, it seems 
more practical and appropriate to suggest that if therapists wish to maximise 
SDWLHQWV¶LQWHUDFWLRQDOLQYROYHPHQWLQWHUPVRIDVNLQJTXHVWLRQVDQGPDNLQJ
other verbal contributions, then they need to be aware of how different 
activities affect, DQGFDQFRQVWUDLQSDWLHQWV¶LQWHUDFWLRQDOFRQWULEXWLRQVWRWKH
activity.  Therapists can then choose to provide opportunities for patients to 
contribute at times and in situations where they are likely to do so, e.g. in rest 
breaks between physically guided activities.  
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Various practices described in Chapter 4 (i.e. those occurring during 
interactions about participation and the nature of treatment activities) seem to 
contribute to enactment of the recommendations.  These include 
acknowledging and attendiQJWRSDWLHQWV¶LQGLFDWLRQVRIWKHLUSDUWLFLSDWLRQ
which, though usually non-verbal, are a form of involvement and of 
expression of their perceptions.  Thus, through attention to these, therapists 
can treat patients as participating individuals, encourage their involvement, 
and constitute participation as mutual.  These acknowledgements also form 
one of the ways by which therapists can help patients understand what is 
expected of them in physiotherapy treatment.  
 
In our second analytic area: interactions FRQFHUQLQJHYDOXDWLRQVRISDWLHQWV¶
performance, we observed several aspects of practice that seemed to reflect 
UHFRPPHQGDWLRQV%\VROLFLWLQJDQGUHVSRQGLQJWRSDWLHQWV¶UHSRUWVDQG
DVVHVVPHQWVWKHUDSLVWVIDFLOLWDWHSDWLHQWV¶H[SUHVVLRQRIWKHLUYLHZVtreat 
them as experts in their own right, check their understandings, and facilitate 
mutual participation.  As we saw, patients sometimes initiate self-critical 
assessments of their performance.  When therapists respond to these with 
reassurance and by accRXQWLQJIRUSDWLHQWV¶SUREOHPVLQWHUPVRIQRQ-
SHUVRQDOIDFWRUVHJµWKHVWURNH¶WKH\GHDOZLWKSDWLHQWVLQZD\VWKDWDUH
respectful and that encourage their motivation.   
 
The delicate management strategies by which therapists indicate and repair 
patienWV¶IDLOXUHVFDQDOVRFRQWULEXWHWRHQDFWLQJUHFRPPHQGDWLRQV7KH
embedded form is effective in quickly repairing problems without exposing 
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and referring to them and potentially reducing motivation.  Practices wherein 
SDWLHQWV¶SUREOHPVare named whilst still dealing sensitively with their 
exposure and correction have different effects.  They provide opportunities 
for talk about problems and repairs, and thus can facilitate implementation of 
UHFRPPHQGDWLRQVWRLQFUHDVHSDWLHQWV¶LQYROYHPHQWLQWUHDWPHQWSUocesses 
and decisions, provide relevant information, and facilitate and check their 
XQGHUVWDQGLQJV:HVXJJHVWHGWKDWWKHµSHUVSHFWLYHGLVSOD\¶IRUPRI
management is especially likely to increase patient dialogue and involvement 
because it allows therapists to treat patients as having knowledge and 
expertise which contributes to therapy, and allows for mutual participation in 
the identification of problems and in dialogue about them.  
 
Actions by which therapists encourage patients during evaluation sequences 
are also in keeping with the recommendations to motivate patients.  These 
LQFOXGHWKHUDSLVWV¶IUHTXHQWSRVLWLYHDVVHVVPHQWVGXULQJµVXFFHVVIXO¶
performances, and also actions which accompany problem indications, e.g. 
talk about overall progress or other areas of progress, general tone of voice, 
predictions of future success, and conveying expectations that problems are 
resolvable.  
 
Our third analytic area concerned interactions about reasons underlying 
current and proposed activities and about treatment goals.  These appear to 
be effective as motivating, persuasive topics.  They represent information-
SURYLVLRQWRSDWLHQWVDQGFDQSURYLGHRSSRUWXQLWLHVIRUSDWLHQWV¶LQYROYHPHQW
although they do not automatically do so.  One way by which therapists can 
 435 
provide information about reasons is by giving brief explanations alongside 
instructions.  Through this resource they can provide explanation to patients 
without major disruption of the physical treatment activities, thereby 
balancing somewhat conflicting demands within therapy.  This was not a 
common practice in the data presented here.  Therapists can also facilitate 
dialogue with patients by soliciting their views and understandings, and 
tailoring goals and explanations so as to encompass or be compatible with 
these.  This was a somewhat more common practice in these data.  We 
observed that doing so requires skilled practices on the part of the therapist.  
These skilled practices include questioning techniques that constrain the 
sorts of problems and aims solicited from patients; perseverance in 
developing shared understandings, and persuasive argument to achieve 
agreements.  We also observed that these practices can require substantial 
time and effort, and thus can entail time spent talking to patients which is 
then not available for physical treatment activities.   
 
Many of the above practices take time and skill to conduct.  All require the 
therapist to be sensitive to the local interactional context, and rely on some 
knowledge of the effects of communicDWLYHDFWLRQVXSRQSDWLHQWV¶UHVSRQVHV
Our contention is that conversation analytic research can identify those 
skilled practices and their interactional effects, and by making this knowledge 
available, can enable physiotherapists to make more reflectiveµHYLGHQFH-
EDVHG¶FKRLFHVEHWZHHQGLIIHUHQWFRPPXQLFDWLYHSDWWHUQVDQGDFWLRQVGXULQJ
physiotherapy.  
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7.2.4   Insights and implications for physiotherapy: discussion 
7.2.4.1 Generation of rigorous findings about the nature and effects of 
interactional practices in physiotherapy  
Our study has shown that by applying a CA approach to recordings of actual 
treatment sessions, recurrent patterns of interactional conduct in 
physiotherapy can be revealed and described in detail.  In contrast to the 
categorising and counting approach so often used in the study of 
physiotherapy communication, this approach is able to capture the 
complexity of communication.  We have been able to describe in detail 
different ways of performing certain activities within physiotherapy, e.g. giving 
instructions, demonstrating participation, indicating and correcting errors of 
performance.  Our descriptions have captured the nature, underlying 
RULHQWDWLRQVDQGYDULHW\RIERWKWKHUDSLVWV¶and SDWLHQWV¶SUDFWLFHVLQDZD\
that is not possible through categorising and counting conduct.  We have 
also shown that it is possible to ground descriptions and explications of 
conduct in the data themselves, rather than imposing a priori categories and 
LQWHUSUHWDWLRQV)XUWKHUPRUHWKHSULQFLSOHRIµethnomethodological 
LQGLIIHUHQFH¶ZKLFKZHKDYHIROORZHG± recognising that it is not for the 
analyst to endorse or condemn practice - has resulted in findings that are 
informative and constructive rather than condemnatory. 
 
Through sequential analysis, we have been able to describe locations and 
circumstances in which different techniques and patterns of interaction 
UHFXUUHQWO\DULVHHJWKHZD\WKHUDSLVWV¶H[SODQDWLRQVRIUHDVRQVXQGHUO\LQJ
treatment tend to occur at starts or ends of treatments, or in circumstances of 
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therapeutic or interactional troubles.  We have been able to describe the 
interactional functions and effects of the different techniques and patterns.  
For instance, we showed that embedded corrections of failures of 
performance can allow IRUUDSLGDQGµVPRRWK¶PDQDJHPHQWDQGIRU
continuation of physical treatment activity; but on the other hand, that they do 
QRWSURYLGHRSSRUWXQLWLHVIRUWKHUDSLVWVWRFKHFNSDWLHQWV¶XQGHUVWDQGLQJV
about the problem and correction, or for patients to ask related questions.  
This example illustrates a more general point: that any interactional 
technique and pattern tends to have both advantageous and 
disadvantageous elements with respect to the process and requirements of 
physiotherapy and the implementation of recommendations.  This is one of 
the reasons why it is not possible to generate simplistic, prescriptive 
conclusions stating which practices should or should not be used.  Shortly, 
we will discuss this point further, and focus in detail on the sorts of 
conclusions and implications that this study does generate (Section 7.3).  
First however, we will revisit our earlier discussion of the relationship 
between practice and published recommendations by considering the 
insights of our findings for the generation, formulation and role of 
recommendations for good practice. 
 
7.2.4.2 The generation and role of professional recommendations 
Our analyses identified considerable discrepancies between the 
requirements of current published recommendations and the constraints 
associated with both clinical and everyday social interactions.  These 
discrepancies raise questions about the relevance, appropriateness, and 
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usability of the recommendations.  Any recommendations or standards will 
have certain inherent shortcomings.  They are necessarily abstract and 
general because they attempt to encapsulate conduct that occurs across a 
multitude of settings and circumstances.  They must to a considerable 
degree overlook the local construction of the meaning or sense of any 
interaction (Chapter 3, Section 3.3.2).  For instance, whether participants are 
µPXWXDOO\SDUWLFLSDWLQJ¶RUµIXOO\LQYROYHG¶RUZKHWKHUµUHOHYDQWLQIRUPDWLRQ¶LV
SURYLGHGGHSHQGVRQDQGLVFRQVWLWXWHGLQSDUWLFLSDQWV¶ORFDOWKHUH-and-then 
actions and responses.  These are dependent on the unique circumstances 
of the particular interaction, and cannot be legislated for or encompassed by 
recommendations.  Thus, it is not feasible or appropriate for them to precisely 
stipulate recommended practices and patterns of communication.  However, 
what they can do is to lay out general guiding principles towards which 
therapists can aim in their communication practices on individual occasions. 
 
A further characteristic of the recommendations (in common with professional 
reFRPPHQGDWLRQVLQJHQHUDOLVWKDWWKH\QHFHVVDULO\DSSO\RQO\WRWKHUDSLVWV¶
practices, even though the interactive principles they aim at ± mutual 
participation, dialogue, shared understanding and so on ± are collaborative 
activities involving therapists and patients.  Logically, even if therapists were 
able to comply with all their elements, this would not necessarily accomplish 
WKHUHFRPPHQGDWLRQV¶DLPVEHFDXVHWKRVHGHSHQGRQSDWLHQWVWRR 
 
$IXUWKHUHOHPHQWRIWKHUHFRPPHQGDWLRQV¶HPSKDVLVXSRQWKHUDSLVWV¶
contributions to interactions is their tendency, like some of the critical 
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commentaries to which we referred, to assume that a change towards 
SDWLHQWVVSHDNLQJPRUHEHFRPLQJPRUHµLQYROYHG¶FRXOGEHEURXJKWDERXW
VLPSO\WKURXJKWKHUDSLVWVµSURYLGLQJRSSRUWXQLWLHV¶7KLVDVVXPSWLRQQHJOHFWV
the way that, as we have demonstrated, the asymmetrical pattern of 
LQWHUDFWLRQVLQFOXGLQJUHVWULFWLRQVXSRQSDWLHQWV¶WDONDQGLQYROYHPHQWDUH
produced through the actions of both participants, not imposed unilaterally by 
therapists.  This assumption also neglects the complex origins and 
constitution of asymmetry, which relate to fundamental social orientations 
and conventions, held and acted upon by both patients and therapists.  
These conventions concern what forms of conduct are regarded as 
µDSSURSULDWH¶IRUERWKFOLQLFLDQVDQGSDWLHQWV3DWWHUQVRIDV\PPHWULFDO
FRQGXFWPDLQWDLQWKHGLIIHUHQWLDOVLQFOLQLFLDQV¶DQGSDWLHQWV¶UROHVDQG
activities that underlie the rationale of therapy.  Put more simply, participation 
in physiotherapy only makes sense if the roles and activities of patients and 
therapists are asymmetrical, and are kept asymmetrical.  Therefore, altering 
the symmetry of patterns of interaction is not simply a matter of giving 
SDWLHQWVPRUHµRSSRUWXQLWLHVWRVSHDN¶ 
 
Nevertheless, therapists can, through certain practices, facilitate SDWLHQWV¶
involvement, whilst acting within and taking account of the constraints that 
operate.  For instance, we observed that patients ask more questions and 
make PRUHFRPPHQWVZKHQWKHUDSLVWV¶SK\VLFDOJXLGDQFHGXULQJDFWLYLWLHVLV
minimal or absent, compared to where activities are guided, or performed 
XSRQSDWLHQWV7KLVVXJJHVWVWKDWWKHUDSLVWVFDQIDFLOLWDWHSDWLHQWV¶TXHVWLRQV
DQGFRPPHQWVGXULQJµKDQGVRII¶exercises, or during breaks between 
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exercises.  Further examples include specific techniques such as the 
µSHUVSHFWLYHGLVSOD\¶IRUPRISUREOHPLQGLFDWLRQDQGFRUUHFWLRQZKLFKFDQ
LQFUHDVHSDWLHQWV¶LQYROYHPHQWDQGJRDO-VHWWLQJSUDFWLFHVZKHUHLQSDWLHQWV¶ 
views of their problems are sought.  
 
The various shortcomings of recommendations described earlier in this 
section make for inevitable limitations in the direct applicability and specificity 
of their guidance.  However, we would argue that current physiotherapy 
recommendations suffer further, specific shortcomings, and could be 
improved so that recommendations, although remaining abstract and limited 
to general principles and aims, could have greater precision and relevance to 
physiotherapy practice. 
 
Current standards and recommendations (CSP, 2000; ACPIN, 1995) have 
been formulated on the basis of groups of clinicians, and sometimes patients, 
talking and thinking about practice.  They are not grounded in empirical 
observational research into physiotherapy.  This is perhaps inevitable given 
the current dearth of adequately detailed and rigorous observational research 
into physiotherapy interactions.  CA studies have the potential to rectify this 
by providing better empirical grounding for recommendations.  To give a 
simple example, this study found that during every session therapists 
UHFXUUHQWO\HQJDJHLQSRLQWLQJRXWDQGFRUUHFWLQJSDWLHQWV¶IDLOXUHVRI
performance.  It also found that, by various strategies, the relatively 
experienced therapists who were the participants of this study indicated and 
corrected problems in ways that did not bluntly criticise or distress patients, 
 441 
DQGZKLFKFRXOGIDFLOLWDWHSDWLHQWV¶XQGHUVWDQGLQJVDQGLQYROYHPHQWLQ
therapeutic processes.  Current recommendations do not address the fact 
that problem indication and correction are necessary and frequent elements 
of physiotherapy.  However, they could do, and could lay out general 
principles for therapists to follow when doing so.  
 
In summary, current recommendations underplay and fail to attend to the 
interactional constraints under which therapists and patients communicate, 
and they neglect the collaborative and complex nature of interaction.  
Inevitably, any recommendations will be abstract, non-specific and directed 
only towDUGVWKHUDSLVWV¶FRQWULEXWLRQVWRLQWHUDFWLRQV+RZHYHUZHKDYH
argued that recommendations more closely related to actual practices and 
circumstances of physiotherapy could be formulated, and that CA studies 
including this one could contribute to their formulation. 
  
7.3 Scope and limitations of this study and its findings 
Whilst advocating CA research and findings, it is important to discuss the 
limitations of this approach, as well as the nature and scope of the findings of 
this study, an issue we have already touched upon. 
 
7.3.1 Nature and scope of findings  
In physiotherapy, it can be relatively simple and appropriate for research to 
generate clear recommendations that particular physical clinical techniques 
should always be applied in particular circumstances.  However, this is not 
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true of interactional practices, for which it is neither analytically feasible nor 
appropriate for studies to formulate simple recommendations and 
prescriptions.  Unlike physical techniques, communication practices are not 
µDSSOLHGWR¶SDWLHQWVWKH\DUHFROODERUDWLYHO\SURGXFHG,QDGGLWLRQ
interactional practices and their effects are highly variable depending on 
individual responses and circumstances.  Also, judging whether an 
interactional practice is beneficial or effective is not so straightforward as for 
techniques with relatively simple outcomes and aims (such as increasing 
muscle strength or range of movement).  As illustrated by our data, every 
interactional practice entails a variety of interactional functions and effects.  
These functions and effects are fluid and dynamic; they are a product of the 
local, individual circumstances of any interaction.  Some effects may be 
perceived by clinicians and clients as advantageous and some 
disadvantageous.  Furthermore, these perceptions tend to be variable and 
diverse.  Thus, communication practices are too complex, and their 
meanings and effects too local and variable to allow simple prescription.  
Nevertheless, findings from studies such as this one are informative for 
practice, and have the potential to influence change in practice, as we 
discuss in Section 7.6.  
 
7.3.2 Limitations of this study and its methodology 
The highly focused, detailed nature of analysis using CA means that 
analyses are time-consuming and that any one study involves a relatively 
small database.  Because of this, one study cannot hope to capture the 
whole range of interactive procedures that operate within a setting (Heritage, 
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1988b; Peräkylä, 1997).  Also, because data concern naturally occurring 
events rather than experimentally induced or controlled ones, it can be 
difficult for a study to assess the impact of certain factors or to describe the 
full range of particular events.  In this study for example, we only recorded 
one male therapist, and could not hope to capture any recurrent differences 
in interactions which involve male as opposed to female therapists.  Another 
example concerns the small size of our collection of goal-setting sequences: 
although we could describe the sorts of challenges and practices that can 
DULVHWKHUHLQZHFRXOGQRWSURSRVHDµW\SRORJ\¶RIIRUPVRIJRDO-setting in the 
way we could for forms of indicating and correcting problems.   
 
More broadly, this type of study does not claim to show what people are 
thinking (Silverman, 1997).  We cannot, and do not aim to make claims about 
what patients and therapists might think or report about, for instance, whether 
DWUHDWPHQWVHVVLRQZDVVXFFHVVIXORUQRWRUZKHWKHUWKH\IHOWµLQYROYHG¶RU
not.  That is, CA studies do not focXVRQSHRSOH¶VSHUFHSWLRQVRIHYHQWVEXW
on their actual conduct.  They aim to restrict analytic claims to that which is 
REVHUYDEOHLQDQGWKURXJKSDUWLFLSDQWV¶FRQGXFW7RLOOXVWUDWHZKDWWKLV
PHDQVIRUWKHVFRSHRIWKLVVWXG\¶VDQDO\VLVDQGILQGLQJVZe revisit an 
incident, discussed in Chapter 3 (Section 3.8)54, where a clinician observing 
a video-recorded sequence from the data reported that he viewed it as 
LQYROYLQJµEXOO\LQJ¶RIWKHSDWLHQWE\WKHWKHUDSLVW%HFDXVHWKHUHZDVQR
explicit or implicit reference to bullying within the data itself, it was not 
                                            
54. This can be found in Extract S4Ph9PaUT1/2.55, Volume 2, p61-64, also examined in 
Chapter 5, Section 5.7. 
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possible to make any judgement about this based upon analysis.  This 
example illustrated that such judgements are for participants and potential 
participants in therapeutic interactions (i.e. professionals and patients) to 
make.  CA studies such as this one can inform these judgements. 
 
Another limitation upon CA research is that certain aspects and forms of 
interactions can be difficult to research because of the reliance on recorded 
data.  These include longer-term temporal processes (Peräkylä, 1997), 
events which occur across different locations and participants, and events for 
which one would be less likely to gain access and/or permission to record.  
One related limitation in this study was upon our data on goal-setting, a 
process that often involves many members of staff talking with the patient on 
many different occasions.   
 
In Chapter 3 (Section 3.8), we discussed biases and limitations that might 
arise in this study because the researcher was also an experienced clinician.  
We acknowledged that this had the potential to skew data collection and to 
limit the scope of analysis.  However, safeguards against these problems 
KDYHEHHQHPSOR\HGDQGLWLVDUJXHGWKDWWKHDQDO\VW¶VH[SHULHQFHZDV
beneficial for this study and its aims because of her knowledge of the setting 
studied, and of analytic topics that are germane to clinical practice and to 
questions raised in previous research.  
 
The final set of limitations we will mention concerns the stroke rehabilitation 
setting in which we conducted the study, and the participants involved.  In 
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this setting and amongst these participants, some circumstances that are 
frequent in other physiotherapy interactions did not arise.  For example, very 
few instancHVLQRXUGDWDFRQFHUQHGSDWLHQWV¶FRPSODLQWVRISDLQDQG
WKHUDSLVWV¶PDQDJHPHQWRIWKHVHDQGWKHUHZHUHQRGDWDLQZKLFKSDWLHQWV
were treated in outpatient or domestic settings.  We studied only interactions 
with patients who could speak and understand short sentences of English.  
Also, the therapists were all relatively experienced compared with juniors, 
students and assistants, whose interactive practices may therefore differ.  
Also, multiparty interactions were beyond the scope of our analyses.  All 
these elements limit the circumstances and groups of people to which our 
findings might apply.  This brings us to issues of generalisability. 
 
7.4 Generalisability of findings 
The study involved 11 therapists, 21 patients, and 74 recorded sessions.  
Thus, although a considerable volume of data was generated, this inevitably 
involved a small and selected group of participants and treatments.  What 
then can we say about the significance of our findings and how these might 
relate to the conduct of other therapists and patients in stroke rehabilitation 
settings, and in other clinical settings altogether?  That is, what can we claim 
about the generalisability of our findings?   
 
Generalisability in qualitative research can be seen as having two aspects: 
empirical generalisability, which concerns whether specific descriptive 
findings are likely to be found in other settings; and a more theoretical or 
analytic level of generalisability (Hammersley, 1992; Murphy et al., 1998).  A 
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key element of the latter concerns the role of qualitative research in 
developing concepts and theoretical frameworks which can form a basis for 
other investigations and analyses, and hence contribute to understandings 
about other settings.  As we will discuss in Section 7.7.2, this study 
contributes to the conceptualisation of conduct with respect to the 
management of physical incompetence, as well as to issues of authority and 
of body movement as an interactional resource in clinical settings.  It has 
done so by detailed examination of data in which these issues arise, and by 
reflection upon the relationship between these data, and findings and 
conceptualisations developed in other settings.  Thus we argue that our 
findings have analytic generalisability. 
 
We also argue that aspects of the patterns of conduct described here are 
likely to be found in (i.e. will be generalisable to) other settings ± 
physiotherapy and beyond.  We argue that this is likely because of three sets 
of reasons: 
 
a) Features of these data, settings, and analytic foci are likely to be typical of 
physiotherapy settings in general 
In Chapter 2 (Section 2.8), we argued that stroke rehabilitation was a useful 
setting for investigation because many physiotherapy activities that arise 
there commonly arise in other physiotherapy settings.  These include the 
very activities upon which this study focused, e.g. instruction-giving, 
displaying participation and effort, managing errors of movement 
performance, and talking about reasons for treatment activities.  Adding to 
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the likelihood that the patterns described in this study will be seen elsewhere, 
we focused our descriptions on the overall structural organisation of these 
activities, rather than their specific content.  Also, the patients studied were 
typical of stroke patients undergoing acute rehabilitation for stroke in that 
they were treated in NHS hospital stroke unit settings.  The therapists were 
typical of physiotherapists working in such settings in that they followed 
treatment approaches prevalent in the UK (see Chapter 3, Section 3.7.1).  
Additionally, recording data in four different hospitals meant that recorded 
interactions involved patients with a range of levels of disability and 
experience of physiotherapy, and therapists with a range of background 
experience and current workplaces.  This increases the likelihood that 
findings are generalisable rather than idiosyncratic to a specific group of 
individuals.  For these reasons, we argue that the conduct and orientations 
apparent here are likely to be seen across other physiotherapy settings, 
albeit with modifications and variations depending upon circumstances. 
 
b) Features of our findings are consistent with patterns found in other, related 
settings, and are thus likely to be relatively generalisable 
Throughout our analysis we drew upon research findings from related 
settings such as doctor patient interactions, in order to examine similarities 
and differences between patterns observed in this setting and in others.  We 
found considerable areas of similarity: for instance rHJDUGLQJFOLQLFLDQV¶XVH
of perspective display sequences, and the circumstances in which they 
provide explanations for treatment actions.  This consistency with other 
 448 
findings makes it more likely that the patterns we observed arise in other 
clinical settings. 
 
c) Orientations and constraints apparent in these recordings are likely to 
operate in other interactions  
This claim to generalisability relies upon detailed explication of the 
orientations of the participants we studied and of the constraints upon their 
practices, and upon arguing that these orientations and constraints are likely 
to operate in related settings, and hence that similar practices are likely to 
occur therein.  Our analyses showed that orientations to authority, to dealing 
with physical incompetence and its implications, and to various conventional 
social preferences and dispreferences were apparent in and shaped the 
WKHUDSLVWV¶DQGSDWLHQWV¶FRQGXFW:HZRXOGH[SHFWWKHVHRULHQWDWLRQVWR
operate in other physiotherapy interactions, and thus argue that it is possible 
and indeed likely that the patterns of conduct observed in these patients and 
therapists occur in other physiotherapy interactions (c.f. Peräkylä, 1997, 
p215).  These orientations can also be expected to operate to varying 
degrees in other related settings such as other therapeutic interactions (e.g. 
nursing, speech and language therapy), and other training interactions (e.g. 
sports, craft or musical training).  Thus, as we noted towards the start of this 
section, the concepts and ideas developed in our analyses are likely to 
inform analyses of other settings, wherein they may be confirmed, amended 
or refuted (this is further discussed in the next section). 
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From this small and selected dataset, we cannot make definitive claims to 
have completely and precisely captured the range of practices that arise 
when therapists and patients communicate in the three domains examined.  
Further studies using differently selected data would be required to verify 
how and whether the patterns described here are manifest in other 
physiotherapy settings.  This study has, however, generated a base upon 
which cumulative and comparative work could build. 
 
7.5 Future research directions suggested by the current study  
Continuing the topic of further studies, we will briefly outline some future 
directions suggested by this first contribution to CA knowledge of 
communication practices in physiotherapy.   
 
One direction concerns further studies of physiotherapy interactions.  
Research could further investigate areas we have begun to explore within the 
current study, such as body movement and touch in physiotherapy 
communication, and goal-setting.  Body movement and touch are 
undoubtedly difficult to research for several reasons.  These include the 
paucity of FXUUHQWNQRZOHGJHRIWKHLURSHUDWLRQLQµRUGLQDU\¶LQWHUDFWLRQV
which could provide comparative data for any physiotherapy study; also the 
problems of analysing touch when only certain aspects of it can be discerned 
from video alone (e.g. it is difficult to discern qualitative aspects such as its 
forcefulness).  Goal-setting research could include collection of data from 
specialist clinical settings that claim to particularly emphasise goal-setting.  
Another area that we touched on, but were unable to examine in depth, 
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concerned changes in interactional patterns between therapists and patients 
occurring over time, as patients become more experienced in and 
knowledgeable about physiotherapy.   
 
This research has demonstrated that CA research is both feasible and 
productive in examining physiotherapy interactions.  This suggests it would 
be fruitful to apply such analysis to forms and aspects of physiotherapy 
interaction that were not examined in the current study.  These might include 
analysis of expert and/or novice practice, management of pain in 
physiotherapy interactions, analysis and comparison of interactions involving 
therapists working with different approaches (e.g. Movement Science and 
Bobath).  Areas of communication which clinicians find particularly 
problematic may also form useful areas of study.  For instance, during the 
course of this study, participant therapists identified communication with 
patients when more than one therapist is involved in the session as being 
particularly difficult, conversation analysis could be applied to investigate 
challenges arising in these multi-party interactions, and strategies that are 
used to manage them. 
 
Beyond physiotherapy settings, and as suggested in the previous section, 
our analyses of the organisation of conduct and the orientations underlying it 
could inform study of other settings.  For instance, investigations could 
examine whether similar patterns regarding indicating and repairing failures 
of performance are seen in training situations such as teaching a musical 
LQVWUXPHQWRUVSRUWVWUDLQLQJDQGVLPLODUO\ZKHWKHUVLPLODUµVWXGHQW¶FRQGXFW
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regarding interactional participation and displays of effort are seen.  In these 
VHWWLQJVWKHµVWXGHQW¶LVQRWQRUPDOO\VXIIHULQJSK\VLFDOGLVDELOLWLHVRI
pathological origin, differences that this contextual factor may make to 
conduct would be an interesting line of investigation.  
 
Another future research direction would involve development of the findings 
of this study into training interventions for clinicians, and subsequent 
investigation into whether such training could effect measurable change 
(improvement) in communication practices.  This might, for instance, involve 
LQFUHDVLQJWKHUDSLVWV¶DZDUHQHVVDQGXQGHUVWDQGLQJVDERXWWKHYDULRXV
challenges that arise and strategies that can be used in dealing with 
VKRUWFRPLQJVLQSDWLHQWV¶SHUIRUPDQFHVRULQGHDOLQJZLWKWKHGLIILFXOWLHVRI
goal-VHWWLQJ7KHUDSLVWV¶LQWHUDFWLRQVZLWKSDWLHQWVEHIRUHDQGDIWHUVXFK
awareness training could be recorded and analysed to investigate whether 
conduct appeared to change. 
 
 
7.6 Insights and implications for physiotherapy practice and 
research: conclusions 
This study has shown that conversation analytic study of physiotherapist 
patient interaction can produce descriptions and explications of 
communication conduct at a level of constructive detail, empirical grounding, 
and explanatory power not achieved with other, more commonly used 
methodologies.  We have argued that because of the methods and analytic 
foci of our study and the nature of the setting studied, the practices we 
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described are likely to occur in other physiotherapy settings.  However, we 
have acknowledged that further cumulative and comparative work would be 
needed to verify this claim. 
 
We must now consider what use the findings of this study and of further CA 
research in physiotherapy might be to professional practice.  We have 
already proposed that findings could allow recommendations for good 
practice to be better grounded in knowledge of the basic tasks and 
contingencies of everyday physiotherapy practice.  However, conversation 
analytic research and findings have other potential benefits with respect to 
improving practice and training. 
 
7HQ+DYHGLVFXVVHVWKHXVDELOLW\RI&$ILQGLQJVDQGGUDZVRQ+HDS¶V 
(1990) consideration of applied ethnomethodology, which stated that 
³>VFLHQWLILF@HQTXLU\FDQGHOLYHUVRPHRIZKDWZHQHHGWRNQRZLQRUGHUWR
make reasoned judgements in particular situations about how to act to 
DFKLHYHVRPHHQG´LQWHQ+DYHS).  That is, it can help people 
make choices among courses of action.  Our argument concerning how CA 
research could contribute to physiotherapy practice is closely related to this.  
CA research can deliver clear, specific and relevant descriptions and insights 
into communication practices ± how physiotherapists and patients do certain 
things, and why they do them the way they do.  It uncovers and explicates 
the circumstances, procedures, effects and functions of these practices.  
Because of this, it may help therapists make reasoned choices among 
possible courses of action.  However, as suggested in the previous section, 
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further research is required to investigate how and whether it could actually 
do so.  
 
Whilst Heap and ten Have argue that research can provide information 
needed for informed judgements, they do not propose that research studies 
or researchers themselves can make those judgements.  In this vein, we 
have been careful not to make judgements as to whether certain practices 
DUHµJRRG¶RUµEDG¶  Thus, although we examined the relationship between 
observed practice and the principles and stipulations of current published 
recommendations for good practice, we neither assumed nor argued that 
physiotherapy practice should measure up to those recommendations.  
 
Thus, CA research can deliver information that is needed for reasoned 
judgements and choices about patterns of conduct in physiotherapy.  It can 
provide information to therapists about how principles enshrined in 
recommendations may be translated into practice, but also allows reflection 
upon the recommendations themselves and exposes shortcomings in their 
SUDFWLFDOIHDVLELOLW\DQGDSSOLFDELOLW\'HFLVLRQVDERXWZKDWµHQGV¶DUHWREH
aimed at when choosing between courses of action must ultimately be for 
professionals and policy makers, not for the researcher to make.   
 
In practical terms, CA provides analytic techniques and a vocabulary for 
analysing and reflecting upon communication conduct, and can provide 
specific information about how various communication challenges and tasks 
can be dealt with in physiotherapy.  Therefore it opens up new directions for 
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the training of both student and qualified physiotherapists and for influencing 
SUDFWLFHLPSURYHPHQW7KHUDSLVWVFRXOGXVH&$¶VLQIRUPDWLYe findings, 
techniques and vocabulary to: 
 Develop reflective, evidence-based communication practice  
 Reflect upon and learn from actual events where communication was 
problematic 
 Analyse more specifically and objectively the practice of others such as 
students and juniors, and use this in training. 
The implementation of findings into actual practice and training requires 
further investigation and evaluation. 
 
 
7.7 Insights and contributions to ethnomethodological and 
conversation analytic research and knowledge 
7.7.1 Contributions to methodology  
A comparison of observed practice with the stipulations of published 
recommendations for good practice formed an important part of the 
methodology of this study.  We argue that for several reasons, this is a 
particularly useful strategy for studies of professional-lay interactions which 
aim to generate practical and relevant findings for practitioners and policy 
makers.  
 
We have already alluded to difficulties in generating and presenting practical 
insights and applications from CA studies.  These arise from the complexity 
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of human communication and the difficulty of deciding what constitutes 
µLQWHUDFWLRQDOHIIHFWLYHQHVV¶0D\QDUGDDVZHOODVIURPWKHIDFW
that no pre-HVWDEOLVKHGFRPPXQLFDWLRQIRUPDWRUµEODQNHWVWUDWHJ\¶0D\QDUG
1991a) can be guaranteed to produce particular outcomes.   
 
Nevertheless, we would argue, along with Maynard (1991a) that because 
FRQYHUVDWLRQDQDO\WLFLQYHVWLJDWLRQV³GHDOZLWKWKHUHDOQDWXUHRIWDON´S
their findings can yield practical findings.  The practical applicability of 
ILQGLQJVLQFOXGHVWZRHOHPHQWV)LUVWWKH\FDQUDLVHSUDFWLWLRQHUV¶DZDUHQHVV
RIWKHµUHDOQDWXUH¶RIFRPPXQLFDWLRQLQFOXGLQJLWVFRQWLQJHQFLHVFRPSOH[LW\
and the underlying influences upon and oULHQWDWLRQVRISHRSOH¶VFRQGXFW
Second, practical findings can inform practitioners (and indeed, patients) 
about how to perform certain interactional activities so as to maximise the 
potential for particular results (Maynard, 1991a) such as dialogue between 
practitioners and patients, or provision of explanatory talk with minimum 
disruption of physical treatment activities.  In this section, we propose that the 
comparative methodological strategy we used is a valuable tool for 
generating such findings. 
 
Several CA researchers have noted that CA analyses often do not seem to 
directly address the practical concerns of those it studies (see discussions in 
ten Have, 1999; Part iv, and within Maynard, 1991a, and Pilnick, 1999).  In 
the case of clinical interactions, Pilnick (1999) has argued that CA analyses 
are relatively underdeveloped with respect to answering specific, practical 
questions about the management of various communication challenges 
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encountered, and the effects and effectiveness of various interactional 
practices.  Beach (1995: 259), another CA researcher, has commented that 
issues which institutional members treat as significant are rarely directly 
compared with the findings of social scientists.  We argue that the 
comparative approach used in this study can help to yield findings that 
contribute to answering such questions and concerns, and thus can generate 
practical findings from CA studies. 
 
In broad terms, the methodological strategy we applied consisted of using CA 
to examine actual practices, and considering the relationship between these 
practices and certain normative proposals about clinical interactions.  That is, 
we closely analysed actual conduct, and compared our findings with 
SURIHVVLRQDODQGSROLF\LGHDVDERXWµKRZWKLQJVVKRXOGEH¶. 
 
We argue that there are at least three ways in which such an approach is 
valuable: 
1. Normative statements (in our study, published recommendations for good 
practice) can provide a point of common dialogue between analyst and 
practitioner.  Practitioners and policy makers are unlikely to be familiar 
with the methods and technical language of CA studies, whilst they will 
have familiarity with professional recommendations.  Thus, using 
recommendations as a comparator provides an accessible way of 
framing, focusing and presenting a study and its findings. 
2. 5HFRPPHQGDWLRQVIRUPDVHWRISURSRVDOVDERXWKRZSUDFWLFHµVKRXOG
EH¶DVVXFKWKH\SURYLGHDSULQFLSOHGURXWHLQWRWKHH[SOLFDWLRQRI
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practices that are observed and described.  This is because 
recommendations or normative statements form a backdrop against 
which to consider why people might act in the way they do, rather than in 
other (recommended) ways.  One example is our analysis of 
communication about the reasons, purposes and goals of treatment 
activities (Chapter 6).  The emphasis within professional 
recommendations on communicating with patients about these topics 
prompted a detailed explanatory analysis of reasons for its low frequency 
in this and other studies of physiotherapy interactions.   
3. The approach enabled the study to articulate directly with professional 
concerns and clinical challenges, and thus to the generation of findings 
with direct practical and policy implications.  For instance, we generated 
insights regarding the feasibility and relevance of current 
recommendations, and the possible scope and functions of 
recommendations in general.  The study also generated findings that 
concerned practical professional questions about how certain 
communicative tasks within physiotherapy are achieved, and why certain 
activities do or do not occur (see the example in Point 2).  
 
We should also acknowledge that this methodological strategy presents 
certain problems.  Silverman (1997) considered the use of comparison 
between normative standards and actual observed practice for evaluating 
counselling.  He argued (p23) that doing so presented various problems, 
LQFOXGLQJKRZWHUPVXVHGZLWKLQWKHVHVWDQGDUGVVXFKDVµFRQJUXHQFH¶
µHPSDWK\¶DQGµDFFHSWDQFH¶FRXOGEHµGLIIHUHQWLDWHG¶ZKHQDSSOLHGWR
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observed sessions55.  Our approach differs from that which Silverman 
appears to be envisaging, in that we did not evaluate practice against 
normative standards and rate whether or not standards were complied with.  
Rather we explored the relationship between standards and practice, in order 
to both describe and explicate practice.  However, this exploration, and also 
our discussion of the compatibility of specific practices with published 
recommendations (Chapter 4, Section 4.8; Chapter 5, Section 5.10; Chapter 
6, 6HFWLRQGLGSUHVHQWDGLIILFXOW\UHODWHGWRWKHµGLIIHUHQWLDWLRQ¶SUREOHP
Silverman voices.  This concerned how to relate the concrete practical 
activities we observed to the abstract terms and statements of the 
UHFRPPHQGDWLRQVWHUPVVXFKDVµIXOOLQYROYHPHQW¶DQGµPXWXDOSDUWLFLSDWLRQ¶
Since recommendations do not define these terms, anyone attempting to use 
them, including the analyst, must make some assumptions about their 
PHDQLQJ7KXVZHDVVXPHGWKDWµIXOOLQYROYHPHQW¶DQGµPXWXDOSDUWLFLSDWLRQ¶
would entail considerable interactional contributions by patients in terms of 
their comments, evaluations, questions, and communicative body 
movements, and specific attention to these by the therapist.  Analysis then 
                                            
55. Drawing on work by McLeod (1994), Silverman asserts that two other problems arise in 
applying this approach.  One concerns the choice of which portions and proportions of 
sessions should be evaluated ± analysing small sections of sessions would lead to a gain in 
precision, but a loss of contextual understanding regarding practices.  The other concerns 
the way that UDWLQJRQO\WKHSUHVHQFHRUDEVHQFHRIDSDUWLFXODUµPRGH¶RISUDFWLFHHJ
µHPSDWK\¶PHDQVWKDWWKHVNLOIXOQHVVRIWKHSUDFWLFHLVQRWH[DPLQHG7KHVHDUJXPHQWVDUH
not so pertinent to the current study because analysis did not aim to rate sessions or 
practices in terms of whether practice represented or achieved normative standards or not 
(see main text).   
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entailed examining how and whether such features could be observed in the 
interactional patterns in the data.  
 
$QRWKHUFKDOOHQJHWKDWDULVHVZKHQµXVLQJ¶QRUPDWLYHVWDQGDUGVRU
recommendations in this way concerns how one can simultaneously maintain 
WKHSULQFLSOHRIµHWKQRPHWKRGRORJLFDOLQGLIIHUHQFH¶&KDSWHU6HFWLRQ
To uphold that principle, both analyst and analysis must avoid endorsing (or 
implying endorsement of) the recommendations.  In the current study, we did 
so by reflecting upon and expressing the practical implications of our findings 
in terms of how practices might contribute to the implementation of 
recommendations, should practitioners wish to do so.  That is, analysis did 
not entail judgements about whether recommendations should be 
implemented.  Furthermore, we critically analysed the recommendations 
themselves, rather than unquestioningly accepting them (see Section 
7.2.4.2).  In these ways, we were able to reconcile our analytic use of 
UHFRPPHQGDWLRQVZLWKWKHPHWKRGRORJLFDOSULQFLSOHRIµHWKQRPHWKRGRORJLFDO
indLIIHUHQFH¶ 
 
To elaborate our discussion of the utility (and challenges) of this form of 
comparative approach, we will examine two CA studies which used 
methodological strategies similar to that used here.  First, Greatbatch and 
'LQJZDOO¶VVWXG\RI interactional practices during divorce mediation.  
1RWLQJWKDW³DGYRFDWHVGHVFULEHPHGLDWLRQDVDSURFHVVLQZKLFKDQHXWUDO
WKLUGSDUW\KHOSVGLVSXWDQWVUHDFKWKHLURZQDJUHHPHQWV´SWKH\
examine mediation sessions with respect to the notion of medLDWRUV¶
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QHXWUDOLW\7KH\IRXQGWKDW³PHGLDWRUVIUHTXHQWO\FRQGXFWWKHPVHOYHVLQZD\V
that show that they are working with notions of favored and disfavored 
RXWFRPHVWRWKHGLVSXWHV´SVRWKDWPHGLDWRUV¶³VXEVWDQWLYHQHXWUDOLW\´
is called into question (p638).  At the same time they stress that they are not 
SURSRVLQJWKDWWKLVFRQGXFWLVLQIDFW³LQWULQVLFDOO\XQHWKLFDO´SLQVWHDG
they highlight the implications of their findings for issues of analysis and 
policy.  That is, the researchers used normative proposals about neutrality in 
mediation practice as a stimulus to analysis, but did not align themselves to 
WKHµFRUUHFWQHVV¶RIWKHVHSURSRVDOV7KLVVWXG\WKXVKLJKOLJKWVERWKWKH
challenges and utility of using aspects of normative statements made about a 
professional practice to facilitate detailed analysis and generate policy-
relevant findings. 
 
Another study that used this form of comparison illustrates its potential for 
generating direct practical findings about professional communication and 
about professional policies regarding that communication.  Beach (1995) 
H[DPLQHGGRFWRUV¶XVHRIWKHWHUPµ2ND\¶LQFRQVXOWDWLRQVZLWKSDWLHQWVLQWKH
OLJKWRIQRUPDWLYHSURQRXQFHPHQWVDERXWZKDWGRFWRUVµVKRXOG¶GR
specifically: a prescription made by one medical school that use of the word 
µ2ND\¶VKRXOGEHHOLPLQDWHGIURPPHGLFDOLQWHUYLHZLQJ+LVGHWDLOHGDQDO\VHV
RIVXFKLQWHUYLHZV³UHYHDOWKHLQGLVSHQVDEOHXWLOLW\RI³2ND\V´IRUDFKLHYLQJ
GLYHUVHLQVWLWXWLRQDOWDVNV´S+HQFHKHDUJXHVWKDW it is unrealistic to 
VHHNWRHOLPLQDWHµ2ND\V¶DQGLQGHHGWKDWGRLQJVRZRXOGEHOLNHO\WR
considerably disrupt communication between doctors and patients.  This 
study illustrates that both instructive insights and practically relevant findings 
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can be generated through comparing actual practice with professional 
pronouncements about how practice should be conducted.  It also offers 
concrete illustration of an issue we have been highlighting in this discussion: 
simplistic prescriptions about communication practices are deeply flawed with 
respect to their validity and practical feasibility. 
 
7.7.1.2 Contribution to methodology: summary 
Our methodological approach, which involved examining the relationship 
between actual practice and normative proposals about good practice, has 
proved capable in this study and elsewhere of generating useful findings 
about professional practice.  It can open up discussion of the feasibility, 
appropriateness, and overall role of normative proposals and 
recommendations.  It also generates practice- and policy-relevant findings 
about why people communicate as they do, including why communication 
may not reflect professional recommendations. 
 
7.7.2 Contributions to ethnomethodological and conversation analytic 
knowledge 
This study has contributed to knowledge about the organisation of 
interactional conduct in therapeutic interactions and the orientations that 
underlie it.  Here we highlight findings that, we argue, constitute new 
contributions to this knowledge.  These concern three areas: 
 Observations about how body movement and touch function as a 
resource for dealing with delicate matters and conveying the nature of 
embodied activities.  
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 Contributions to knowledge in the well-researched field of professional 
authority and how it is constituted and manifested in therapeutic 
interactions.  
 We would propose that the greatest contribution of our study is to 
describing and explicating how the management of physical 
incompetence by both patients and clinicians influences their conduct.  
Specifically, that across many aspects of conduct in therapeutic 
interactions, participants can be seen to orient to limiting or countering the 
implications that arise when physical incompetence is exposed and 
attended to. 
 
7.7.2.1 Body movements in clinical interactions 
Although our observations and findings about body movement in 
physiotherapy interactions were preliminary ones, we propose that these 
nevertheless contribute to the growing body of conversation analytic findings 
about how body movements function, particularly within institutional 
interactions.  We showed that body movements including touch, gesture, and 
physical demonstration are used alongside talk to develop mutual 
understandings about the embodied activities that are proposed and 
performed during treatment.  We suggested that physical demonstration is 
particularly useful for communicating about complex or novel physical 
activities.  Also, that compared to talk, gesture and touch, demonstrations 
FDQUHSUHVHQWDQµXSJUDGHG¶PRUHSRZHUIXOUHsource: used when 
understandings about physical activities are proving difficult to achieve (see 
analysis of S2Ph3PaHT3/11.58 in Chapter 4).   
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Our other main observation about interactional body movements concerned 
their role in performing potentially delicate actions.  In Chapters 4 and 5 we 
examined extracts that illustrated how therapists use body movements, 
LQFOXGLQJWRXFKWRLQGLFDWHDQGFRUUHFWSDWLHQWV¶IDLOXUHVRISHUIRUPDQFH:H
noted that this is a potentially delicate activity because of general constraints 
on co-participant criticism, because it is potentially distressing and 
demotivating, and because of the problematic implications which can arise 
ZKHQSDWLHQWV¶LQFRPSHWHQFHLVH[SRVHG:HREVHUYHGWKDWRQHRIWKH
strategies therapists regulDUO\HPSOR\WRGHDOZLWKSDWLHQWV¶IDLOXUHVRI
performance is to repair the problem without bringing it to the (verbal) 
interactional surface.  Body movements form an integral part of this strategy 
(e.g. S2Ph3PaHT3/11.58 in Chapter 4).   
 
Likewise, we observed that body movements are used by patients to perform 
certain potentially delicate activities.  These particularly concerned actions 
WKDWPLJKWLQWHUUXSWWKHUDSLVWV¶WDONDQGDFWLRQVDQGRUTXHVWLRQWKHLUDXWKRULW\
and expertise.  In our data, patients recurrently use body movements to 
indicate to therapists the level and quality of their participation in treatment 
activities.  We noted that body movements are an especially important 
resource for patients to convey their efforts during guided movements - in 
which they cannot convey their participation through initiation of independent 
movements (Chapter 4).  We also observed that patients use such things as 
glances, head shakes or facial expressions (S1Ph1PaBT2/11.08, 
S4Ph10PaRT3/10.24 in Chapter 4, S3Ph5PaNT2/2.25 in Chapter 6) to seek 
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information from, or prompt action by, therapists.  These body movements 
provide patients with an alternative to direct questions or other interventions 
WKDWPLJKWGLVUXSWDWKHUDSLVW¶VDFWLYLWLHVRULPSO\TXHVWLRQLQJRIWKeir 
authority.  
 
7.7.2.2 9DULDWLRQVLQSDWLHQWV¶LQWHUDFWLRQDOLQYROYHPHQWGHSHQGLQJRQ
WKHUDSLVWV¶SK\VLFDOFRQWULEXWLRQWRDFWLYLWLHV 
The second area of contribution our findings make to knowledge about the 
organisation of therapeutic interactions concerns the relationship between 
professional authority and the asymmetry of professional patient interactions 
(discussed at length elsewhere, particularly Chapter 4, Section 4.5).  Both in 
this study and in previous ones, it has been found that patients constrain their 
interactional contributions in ways which constitute and maintain the 
FOLQLFLDQ¶VDXWKRULW\DOVRWKDWWKHGHJUHHRIDV\PPHWU\DQGRISDWLHQWV¶
interactional contributions varies in extent within and between encounters.    
 
Our study has shed light on one of the factors that contributes to such 
YDULDWLRQVWKHGHJUHHRIWKHFOLQLFLDQ¶VSK\VLFDOJXLGDQFH:HVKRZHGWKDWLQ
RXUGDWDWKHJUHDWHUWKHFOLQLFLDQ¶VSK\VLFDOFRQWULEXWLRQWRDWUHDWPHQW
activity, the less the patient tended to talk, whether commenting upon the 
DFWLYLW\RUDVNLQJUHODWHGTXHVWLRQV'XULQJSK\VLRWKHUDS\WKHWKHUDSLVW¶V
physical contributions are greatest during physical examinations and 
WUHDWPHQWVSHUIRUPHGXSRQSDWLHQWV¶ERGLHVRUERG\SDUWVHJ
µPRELOLVDWLRQV¶:Hobserved that during these forms of activity, patients 
tended not to make comments or ask questions about the activities 
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themselves; also that they did not self-initiate body movements as part of 
those activities, nor as indications of their effortful participation in them 
(findings consistent with other studies, e.g. Heath, 1986, Chapter 5).  We 
observed that patients made greater physical contributions to treatment 
activities in which movements were physically guided by therapists.  During 
these, patients FDQEHVHHQWRPDNHµHIIRUWGLVSOD\V¶ZKLFKFRQYH\WKHLU
active participation, however, we noted that patients did not initiate 
comments or questions about performance during these activities.  We 
argued that to do so would potentially comment on and question the 
WKHUDSLVW¶VSHUIRUPDQFHWRRDQGZDVWKXVDYRLGHGEHFDXVHRISDWLHQWV¶
RULHQWDWLRQWRXSKROGLQJWKHUDSLVWV¶H[SHUWLVHDQGDXWKRULW\'XULQJ
physiotherapeutic activities which patients performed under verbal but not 
physical guidance, we showed that patients regularly ask questions and seek 
further information from therapists about the activities, and sometimes 
produce evaluations of their own performance.  We argued that the greater 
need for verbal information in the absence of tactile guidance could be one 
IDFWRUH[SODLQLQJWKHSUHVHQFHRISDWLHQWV¶FRPPHQWVDQGTXHVWLRQVEXWWKDW
a further factor was that these comments and questions did not carry the 
potentially authority-questioning implications of comments during guided 
activities.   
 
In summary, our findings showed that, because of how orientations to 
DXWKRULW\VKDSHDQGFRQVWUDLQSDWLHQWV¶LQWHUDFWLRQDOFRQWULEXWLRQVWKHLU
FRQWULEXWLRQVWHQGWREHJUHDWHVWZKHQWKHUDSLVWV¶µKDQGVDUHRII¶7KXVWKH
GHJUHHRIFOLQLFLDQV¶SK\VLFDOFRQWULEXWion to the ongoing activity constitutes a 
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source of variation in the asymmetry of clinical interactions with respect to the 
OHYHORISDWLHQWV¶LQWHUDFWLRQDOFRQWULEXWLRQV 
 
7.7.2.3 Management of competence and incompetence as an influence 
upon conduct in clinical interactions 
The third area of knowledge to which our study contributes concerns how the 
PDQDJHPHQWRIµFRPSHWHQFHLVVXHV¶SHUYDGHVFRQGXFWRIERWKFOLQLFLDQVDQG
SDWLHQWVWKURXJKRXWWKHLULQWHUDFWLRQV7KHVHµLVVXHV¶FRQFHUQWKH
implications that tend to be associated with episodes of physical 
incompetence: first, that the physical failure was wilful, that it was intentional 
or at least reflected a lack of effort and control on the part of the person; 
second, that physical failure reflects - is indicative of - incompetence of a 
JUHDWHUVFRSHDQGSDUWLFXODUO\WKDWLWH[WHQGVWRFRJQLWLYHµSHUVRQDO¶
LQFRPSHWHQFH2XUVXPPDU\RIWKHVWXG\¶VILQGLQJV6HFWLRQVKRZHG
WKDWPDQ\DQGYDULRXVDVSHFWVRIWKHUDSLVWV¶DQGSDWLHQWV¶FRQGXFWDWWHQG
either to avoiding exposure of physical incompetence, or to countering and 
limiting its implications if it is exposed.  For instance, when analysing 
interactions concerning the nature of treatment activities and of participation, 
ZHVDZKRZWKHUDSLVWV¶LQVWUXFWLRQVPD\EHµVHQVLWLYHO\GHVLJQHG¶VRDVWR
avoid or minimise exposure of incompetence and allow emphasis on areas of 
FRPSHWHQFHDQGDFKLHYHPHQW:HVDZKRZSDWLHQWV¶SUDFWLFHVLQFOXGLQJ
their co-RSHUDWLYHUHVSRQVHVDQGµHIIRUWGLVSOD\V¶FRXQWHUHGLPSOications of 
wilful incompetence and conveyed competence in recognising and working 
towards alleviating shortcomings.  When analysing interactions concerning 
VXFFHVVRUIDLOXUHRISHUIRUPDQFHVPDQDJHPHQWRIµFRPSHWHQFHLVVXHV¶ZDV
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especially apparent.  TheUDSLVWVRIWHQDYRLGHGGUDZLQJDWWHQWLRQWRSDWLHQWV¶
physical shortcomings, and through a variety of management strategies they 
countered implications that the patient was wilfully incompetent, and 
emphasised areas of competence and potential achievement despite current 
failures.  Through various practices, patients attended to showing their 
competence in recognising failures and in co-operating with efforts to correct 
WKHPWKH\DOVRDWWHQGHGWRVKRZLQJWKDWIDLOXUHVZHUHµJHQXLQH¶DQGGLGQRW
constitute wilful lack of effort. 
 
7KHRULHQWDWLRQWROLPLWLQJH[SRVXUHRISDWLHQWV¶SK\VLFDOLQFRPSHWHQFH
seemed on occasion to result in conduct that gave rise to local interactional 
difficulties.  For instance, at times, this orientation seemed to result in oblique 
and ambiguous communication by therapists which was associated with 
patients displaying distress and failure to understand.  Another apparent 
GLIILFXOW\ZDVWKHUDSLVWV¶UHOXFWDQFHWRGLVFXVVFHUWDLQLVVXHVZLWKSDWLHQWV
even where patients made efforts to raise them.  In the clearest example in 
these data, a patient repeatedly made comments about his affected hand 
and arm that seemed designed to elicit dialogue with the therapist, but the 
therapist avoided all but the most innocuous comment and rapidly changed 
topic (S2Ph4PaMT1/1.37 & 1.40 in Chapter 5).   
 
We also saw that this orientation could present difficulties with regard to 
explanatory and goal-setting talk.  We proposed that it is at least part of the 
reason why there is a tendency not to introduce explanatory and goals talk 
during physiotherapy interactions.  Additionally, we argued that attempting to 
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DYRLGLQJH[SRVLQJµZLGHU¶LQFRPSHWHQFHLVDIDFWRUZKLFKXQGHUOLHVSDWLHQWV¶
reluctance to contribute to interactions by self-evaluating their own abilities 
and performance, and by asking direct questions of therapists. 
 
Therefore, not only have we illustrated the ways that this competence 
orientation shapes conduct, we have also shown how it lies at the heart of 
certain fairly common complaints and criticisms of therapeutic 
FRPPXQLFDWLRQ7KHVHLQFOXGHDUJXPHQWVWKDWSDWLHQWV¶LQYROYHPHQWLQ
treatment actions, decisions and dialogue is less than it should be, and that 
therapists do not explain or talk about certain things that patients would like 
them to.  Previous analyses (e.g. Pilnick, 1998; ten Have, 1991; Maynard, 
1991b) have concentrated on how orientations to authority and asymmetry 
contribute to conduct which prompts such criticisms and complaints.  Our 
analysis has illustrated that orientatiRQVWRDYRLGLQJH[SRVLQJSDWLHQWV¶
incompetence and limiting its implications also contribute.  
 
In the physiotherapy setting these orientations are especially apparent for 
several reasons.  These include the focus of clinical attention upon basic 
physical FRPSHWHQFLHVDQGWKHZD\WKDWSDWLHQWV¶SHUIRUPDQFHRIWUHDWPHQW
DFWLYLWLHVJRRQµXQGHUWKHH\H¶RIWKHFOLQLFLDQVHH&KDSWHU6HFWLRQ
Therefore in physiotherapy interaction, physical incompetence is especially 
likely to be repeatedly exposed and attended to.  However, we would 
nevertheless propose that in any interaction where aspects of one 
SDUWLFLSDQW¶VSK\VLFDOLQFRPSHWHQFHDUHOLNHO\WREHH[SRVHGDQGKHQFH
where implications of wilful failure or wider incompetence are likely to arise, 
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patterns of conduct that bear resemblance to those we have described are 
likely to occur.  Thus, our findings may offer insights for future conversation 
analytic research into other clinical interactions, and into encounters such as 
those where sporting or musical skills are coached. 
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7.8 Conclusion 
This ethnomethodological, conversation analytic study of interactions 
between stroke patients and physiotherapists during treatment sessions has 
contributed to knowledge in both physiotherapy and sociology.  It has 
demonstrated that detailed conversation analytic research into clinical 
practice can produce rigorous findings about how therapists and patients 
achieve the interactional tasks of physiotherapy, which have relevance to 
practice and policy.  The interactional tasks we focused upon were:  
 Giving and responding to instructions about physical treatment activities 
 Producing, soliciting and responding to evaluations about the 
performance of those activities 
 Communicating about the reasons, purposes and goals of treatment 
activities 
 
7KHVWXG\JHQHUDWHGGHWDLOHGGHVFULSWLRQVRIYDULRXVSDWWHUQVRISDWLHQWV¶DQG
WKHUDSLVWV¶LQWHUDFWLRQDOFRQGXFWZLWKLQWKHVHWKUHHDUHDVDQGGHYHORSHG
explications about their interactional functions and effects.  We argued that 
usLQJILQGLQJVWRJHQHUDWHµEODQNHWSUHVFULSWLRQV¶DERXWµJRRG¶DQGµEDG¶
clinical interactional practices is not appropriate because of the complex, 
multifaceted, and locally-constructed nature of human interactions.  
Nevertheless, we proposed that in practical terms, findings could enhance 
SUDFWLWLRQHUV¶XQGHUVWDQGLQJRIWKHFRQWLQJHQFLHVDQGXQGHUO\LQJRULHQWDWLRQV
that shape communication conduct, and could raise their reflexive awareness 
of the effects of different approaches to achieving various interactional tasks.  
We proposed that such improved understanding and awareness could 
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facilitate improvements in clinical communication practices and in clinical 
training in these practices, but acknowledged that these assertions would 
need testing via further research investigations. 
 
A comparison between observed practices and current published 
professional recommendations showed how some aspects of the practice we 
observed conflicted with these recommendations, whilst other aspects 
conformed with them.  This comparison stimulated our analysis of why 
patients and physiotherapists act in the ways they do, and raised questions 
about the feasibility and relevance of current professional recommendations 
and of recommendations in general.   
 
Our study also contributed to ethnomethodological and conversation analytic 
bodies of knowledge with regard to methodological strategies for researching 
professional communication and to the organisation of conduct in clinical 
professional interactions.  In terms of the former, we suggested that the 
strategy of comparing normative proposals about professional practice with 
actual observed conduct offers a valuable means of producing practice-
relevant findings.  In terms of the latter, a particular contribution has been 
made to undeUVWDQGLQJVRIKRZSHRSOH¶VRULHQWDWLRQVWRSK\VLFDO
incompetence, specifically, to avoiding its exposure and countering its 
implications, pervade and shape their conduct during clinical encounters. 
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